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The Preservation of a Free Hospital System 


S. S. GOLDWATER, M.D., DR.P.H. 


tive hopes of superior government service 

and easy government money have cast a 
shadow of bureaucratic regimentation over Amer- 
ica’s free hospitals. That shadow must be dispelled 
if America’s system of free hospitals is to be pre- 
served. Because a Federal hospitalization program 
has not yet been presented to Congress in legisla- 
tive form, some observers suggest a “wait and 
see” policy. We have seen enough to know that 
well-meaning and vigorous government officials 
are facing the wrong way unawares. Why wait, 
then, without at least attempting to clarify the 
issue? 


Viwe FEARS coupled with alluring but decep- 


The argument for a Federal program of hospital 
care for American workers and their dependents 
—there has been talk of a plan of hospital service 
covering the needs of 100,000,000 people—stems 
from three assumptions: (1) that a single, cen- 
tralized hospital system under government con- 
trol would insure standardized hospital practice 
of a superior quality; (2) that it would give to 
workers and their families an ampler and more 
uniformly distributed hospital service than they 
now receive; and (3) that it would guarantee to 
local community hospitals, now somewhat uncer- 
tain as to their future means of support, an effort- 
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less financial security. But when one listens care- 
fully to the siren song of standardization, suffi- 
ciency, and security, one detects disturbing over- 
tones. 


The Future of Hospital Standardization 


Take the argument for standardization: the in- 
dependent, locally controlled hospital, it is claimed, 
is a hospital of uncertain quality; it may be good 
or bad, progressive or unprogressive, highly effi- 
cient or sadly inefficient. Government authority, 
argue the advocates of centralized control, would 
soon force the poorest locally administered hospi- 
tals to raise the quality of their service to an ac- 
ceptable standard. 


The argument for standardization is attractive, 
but its advocates seem to have examined only one 
side of the shield, for an effort to standardize by 
means of government decree could easily relapse 
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into a deplorable type of regimentation—bad for 
the hospital, bad for its patients. 


Because medicine is forever advancing, it will 
pay to be skeptical about proffered schemes of 
standardization. If the details of hospital organ- 
ization and equipment and the qualifications of 
the medical staff are to be authoritatively defined, 
the controlling definitions should be so formulated 
as to favor progress, and not to hinder it; if official 
degrees compel a hospital to conform to indis- 
pensable minimal requirements, they should leave 
it free to advance as its own genius may direct, 
beyond the limits of preconceived mediocrity. 
There are certain solid qualities in standardiza- 
tion, but free imagination—so valuable in medical 
practice—is not one of them. 


The principle of standardization is not un- 
known to our hospitals. Standardization is the 
essence of such legal control over the creation and 
conduct of hospitals as exists in nearly all the 
states, and it enters also into laws governing med- 
ical practice; but the laws demand evidence of 
only moderate competency on the part of both 
hospitals and physicians, evidence which does lit- 
tle more than to promise protection from gross 
abuse and down-right fraud. This may satisfy the 
uninformed layman, but enlightened professional 
opinion looks beyond the mild requirements of 
such laws, hence supplementary extra-legal stand- 
ardizing methods have been formulated by pro- 
fessional organizations which register hospitals 
for special functions, such as intern training, and 
which rate them according to higher professional 
requirements; but even these advanced require- 
ments, just because they are made to fit ordinary, 
work-a-day institutions do not measure up to the 
best that the most favored hospital, the most tal- 
ented and resourceful physicians, can do. 


While voluntary hospitals are of many grades, 
the bad as well as the good, with rare exceptions, 
apparently satisfy legal requirements. But free 
voluntary hospitals with unhampered medical 
staffs are at liberty to seek a higher degree of 
efficiency than the law demands, or than custom- 
ary legislative appropriations are capable of sup- 
porting, and by their own ambition and effort the 
best among them have established their recognized 
superiority. 


Effect on Quality of Hospital Service by Official 
Regulations and Legal Standardizing Processes 


An upper as well as a lower limit may be im- 
posed upon the quality of a hospital’s service by 
official regulations and legal standardizing proc- 
esses. Can any one believe that the best of our 
hospitals would have achieved what they actually 
have achieved if government bureaus had fixed 
and circumscribed their functions and, under Civil 
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Service rules, had conferred tenure upon their 
medical staffs? Ask any experienced director of a 
government department that employs a large pro- 
fessional staff, about the negative aspects of Civil 
Service rules; let him tell you how tenure of office 
clouds the imagination, how it cools the ardor of 
ambition, how it protects the drudge, how it serves 
home-grown mediocrity at the expense of im- 
ported talent. What the Civil Service reformer 
calls the merit and seniority system is hateful to 
the predatory politician, hence the honest citizen 
is prone to accept it as an unmixed blessing, yet 
in this self-same merit and seniority system may 
be found symptoms of the creeping disease of 
bureaucracy, a disease which has lowered the 
vitality and destroyed the efficiency of many a 
well-meaning government organization. 


The Segregated Budget 


The segregated budget is another device that is 
dear to the heart of the reformer, who properly 
demands light upon government operations and 
detests the cunning and selfish manipulation of 
public funds. But think of the damper that is 
placed upon lively medical experimentation by 
strict application of the segregated budget, which 
under government procedure can be revised only 
once a year. A keen clinical or laboratory research 
worker is one of the most valuable assets a hos- 
pital can have; but an inventive mind that is com- 
pelled to wait until budget-making time to present 
a brilliant scientific intuition, and must then sub- 
mit its idea to bureaucratic judges who have little 
or no knowledge of the field involved, is likely to 
seek a more promising environment. I have actu- 
ally dealt with such situations in both public and 
private hospitals, and, believe me, there is a dif- 
ference. 


The Administrative Difficulties of Remote Control 


To direct the affairs of a hospital intelligently 
and forcefully, a hospital executive must be on 
the job, and must have adequate authority; his is 
emphatically an inside job. Hospital administra- 
tion becomes increasingly difficult in proportion to 
the remoteness of the controlling power. A nation- 
wide or even a statewide hospital system would of 
necessity be subject to regulations of a more 
rigid character than those required for a single, 
tax-supported community hospital, locally di- 
rected. A municipal, county, or state hospital may 
exhibit many of the most desirable qualities of a 
high-grade voluntary hospital if it is fortunate 


enough to remain under the control of the com- . 


munity which depends upon it for service and if 
it is effectively guarded against partisan political 
interference. Local management can readily check 
the results of its decisions, and is sensitive to do- 
mestic criticism; an executive to whom a single 
hospital is only a minor fraction of a far-flung 
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government organization must take a great deal 
for granted. I learned by experience how little a 
conscientious commissioner can really know about 
the proficiency and attitudes of the individuals 
comprising the medical staffs of a string of gov- 
ernment hospitals under central direction; al- 
though the 27 hospitals under my management 
were all located in a single city, I know now that 
I was blind to many of their faults. It was won- 
derful, working as a La Guardia appointee, to be 
free from political pressure, but that did not make 
me either omniscient or omnipotent. Some of the 
hospitals’ most glaring deficiencies could not be 
supplied because means were lacking—the City’s 
pressing needs were many—and defects persisted 
because of tangled red tape; these are faults from 
which no far-reaching system of government hos- 
pitals would ever be exempt. 


The Potent Influence of Independent Hospitals in 
Creating and Maintaining High Standards 


The most potent single influence for the protec- 
tion of high standards in government hospitals is 
the coexistence of pace-making independent hos- 
pitals; in such hospitals lie our hope and our se- 
curity. The maintenance of relatively high stand- 
ards in a local government hospital is favored 
when the hospital serves all social classes rather 
than the indigent only, when it is associated with 
a medical school, when its managing board com- 
mands the respect of the community, when its 
chief executive officer is a person of suitable char- 
acter and training, when its normal income is aug- 
mented by voluntarily contributed special-purpose 
funds, and when its professional staff includes 
physicians who are associated with or who re- 
ceived their early training in liberally conducted 
voluntary hospitals. 


Would Government Hospitals Do a Better Job 
Than Independent Hospitals Are Doing? 


The vital role of the free community hospital as 
an activator of progressive hospital administration 
seems clear, and we may now pass on to the con- 
sideration of another of the major arguments for 
a centralized government hospital system, namely, 
the claim that in quantity of service the govern- 
ment would do a better job than has actually been 
done by free local agencies in providing general 
hospital facilities for the nation. In my opinion, it 
is the free community hospital, not the govern- 
ment hospital system, that holds the record for 
relative quantity as well as for quality of service. 

That there are gaps in the distribution of locally 
sponsored general hospitals may be conceded; all 
regions, all communities are not equally supplied 
with general hospital beds at this time. This is not 
surprising since all. regions, all communities are 
not equal in their economic resources, their intel- 
ligence, their medical leadership, or their social 
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consciousness. While many communities have am- 
ply provided themselves with hospital services, 
others have not done as well; a few have failed 
altogether. It is easy enough for critics of free 
hospitals to point out deficiencies in the supply of 
community hospital beds. But is there any reason 
to believe that an exclusive government system 
would have provided a more complete service for 
the nation in the same period? If the free hospital 
system is to be judged by what it has accom- 
plished, it is only fair that government hospitaliza- 
tion be subjected to the same test. Government 
has already claimed certain branches of hospital 
service for its own. How does government per- 
formance, in the fields which it has already pre- 
empted, compare with the performance of local 
communities that have undertaken to proved gen- 
eral hospital beds for their own use? 


The Care of the Indigent—A Government 
Responsibility 

Although voluntary hospitals, especially in the 
East, have participated freely in the general hos- 
pital care of the indigent, it is an accepted doc- 
trine that the care of the indigent is a government 
responsibility; this responsibility is widely woven 
into the fabric of our social laws. How many states 
and counties have fulfilled their obligation in this 
respect? The localities that are best supplied with 
general hospital beds for the indigent are those in 
which religious and charitable organizations have 
voluntarily taken over a substantial part of an 
admitted government obligation. When the short- 
age of general hospital beds for the underprivi- 
leged in certain localities is offered as proof that 
the free system of local hospitals is ineffectual, 
it might be well to inquire whether the deficiency 
does not in reality reflect the failure of govern- 
ment to do its duty. 

Where the lack of hospital beds for the indigent 
is due to the incurable poverty of city, county, 
and state governments, objection cannot reason- 
ably be made to a program of Federal aid, but the 
need of Federal intervention in special cases of 
this kind does not justify the claim that the volun- 
tary hospital system has failed or that the time 
has arrived for government to invade the territory 
of the community hospital and take all hospital 
care into its own hands. When the respective re- 
sponsibilities of free local communities and of gov- 
ernment for hospitalization are analyzed, when 
hospital performance is compared on this basis, 
the government does not emerge from the contest 
as the winning champion. There are communities 
in which the indigent are being neglected, declares 
the advocate of a government hospital system; 
government must, therefore, undertake the admin- 
istration of all hospitals. As I see it, voluntary 
community hospitals are to be robbed of their 
indispensable freedom and the public deprived of 
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invaluable services not because the voluntary hos- 
pitals have failed, but because government has 
failed. 

Government has not done too well by the indi- 
gent in the matter of general hospital care, and its 
showing is no better in the major special branches 
of hospital service which it has taken for its own. 
By common consent, and of necessity, government 
has long since assumed responsibility for the par- 
ticularly costly, because so greatly prolonged, care 
of the mentally ill and of the tuberculous. Of the 
1,300,000 hospital beds in the United States, about 
one-half, or 640,000, are in mental hospitals; about 
80,000 beds are in tuberculosis hospitals and sana- 
toria. The deficiencies in these two major govern- 
ment hospital categories are notorious. In 1938 the 
Technical Committee on Medical Care showed 
that facilities for the tuberculous were deficient 
to the extent of 50,000 beds, and for the mentally 
ill, 130,000 beds. Today’s figures would differ 
slightly from those quoted. But are statistics nec- 
essary to prove the inadequacy of these govern- 
ment services? Read the reports of the institutions 
themselves, or of the government agencies that 
administer them. Bad as it is, the picture that is 
presented in these reports would be much worse 
but for the unceasing educational efforts of such 
organizations as the National Committee for Men- 
tal Hygiene and the National Tuberculosis Asso- 
ciation. 

To any one who has visited typical state mental 
hospitals, to social workers, to welfare officers, 
health officers and hospital administrators who 
are in daily contact with unsatisfied public hos- 
pital demand, no argument need be presented. 
Year after year, the plight of the special govern- 
ment hospitals is emphasized in petitions to ap- 
propriating bodies and suitable budgets are pa- 
tiently presented; year after year, the requested 
appropriations are denied. In these matters, politi- 
cal expediency, which often is ruthless, rules. How 
the general hospital needs of the nation would fare 
as one of a thousand items in a Federal budget of 
bewildering complexity, is anybody’s guess. Could 
any local community be sure of the proper consid- 
eration of its needs? Could any patient expect a 
Federal hospital system to respond sensitively to 
his individual need? Happy the patient who has a 
physician who knows him well, and who can turn 
with confidence to a community hospital that he 
knows! 


Future Security of Nongovernmental Hospitals 

I turn now to the question of the future security 
of the hospitals themselves. Is it true or false that 
voluntary or local community hospitals have no 
future as such? Has the time arrived for the hos- 
pital trustee, the individual philanthropist, the 
community chest, the industrial corporation which 
in the past has willingly contributed toward hos- 
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pital construction and hospital maintenance, to 
give up in despair, leaving all hospital responsi- 
bility to the government? If this were done, hos- 
pitals would be free in a peculiar sense; they would 
be free to the political wire-puller, free to bureau- 
crats of both the hard-boiled and the visionary 
variety, free to competing, drum-beating pressure 
groups, free to harassed and bewildered budget- 
makers, free to all the accidents of legislative ac- 
tion, and at the mercy of legislative apathy. 


Security is such a winsome word, and yet—is 
Uncle Sam really Santa Claus in disguise? Let me 
make one thing clear; the government, even the 
Government of the United States, has no money 
of its own; it is an agent, not a principal in the 
realm of social service. The income of community 
hospitals today is derived from the earnings of 
industry—I use the term in its broadest sense— 
and hospital income would come from exactly the 
same source under a Federal system of’ hospital- 
ization benefits or of hospital control. The prof- 
fered “security” of a Federal hospitalization pro- 
gram is merely the assurance that industry (man- 
agement and employees) would, under legal com- 
pulsion, systematically support community hospi- 
tals which they now support voluntarily and 
somewhat less systematically. Today each com- 
munity, in some localities a single industry, de- 
termines its own level of hospital service and pays 
for it; but what it pays for hospital service is 
applied to hospital service and to nothing else. 
Under a Federal plan, the level of service would 
be fixed by a government agency, and all or only 
part of the proceeds of the supporting tax would 
be used for hospital purposes, as political expedi- 
ency might dictate. 


Public Assistance for Voluntary Hospitals 


To the extent that community hospitals, in ad- 
dition to facilities for providing organized medical 
care for people above the poverty line, participate 
in the care of the indigent, they must be aided by 
philanthropic gifts or by appropriations from tax 
receipts—increasingly, under present and prospec- 
tive conditions, from taxes. Such public assistance 
will, I hope, always be given under conditions that 
will not deprive voluntary hospitals of their free- 
dom to determine their own administrative poli- 
cies, to experiment prudently with advanced or- 


ganizational and clinical methods, to select their 


own staffs, to prune their own staffs when neces- 
sary, to aid medical schools, to cooperate with 
social agencies, and to educate the public in regard 
to the essential characteristics of good medical 
care. 

If the government will gradually expand and 
improve its hospital service for the indigent; if the 
Federal Government will hold out a helping hand 
to the poorer communities for this purpose; if 
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counties and municipalities will more fully and to 
the extent of their available resources discharge 
their responsibilities for the care of public charges 
in voluntary hospitals, these institutions, in collab- 
oration with industry, can under normal condi- 
tions supply the hospital needs of their respective 
communities. (The emergency needs of communi- 
ties affected by the growth of defense industries 
is a special phase of hospitalization with which 
this discussion does not deal}. 


From the Standpoint of the Family and 
the Individual 


Speaking now from the standpoint of the indi- 
vidual and the family, I know of no one who dis- 
putes the desirability of the budgeting of unfore- 
seeable hospital costs which are so burdensome to 
the individual. Compulsory government insurance 
is a possible method of budgeting, but the volun- 
tary nonprofit Plan is a better method; the ten 
million Americans who have joined Blue Cross 
nonprofit hospitalization plans have found this out 
and they seem to be pleased with their discovery, 
for of those who are free to choose, nineteen out 
of twenty renew their subscriptions each year. 
With encouragement rather than competition from 
the Federal Government, the full growth of volun- 
tary nonprofit hospitalization would be assured. 
In view of what has been accomplished already, 
it seems entirely feasible to cover the hospital 
needs of the great mass of the working population 
by voluntary participation in prepayment plans. 
The voluntary method has the merit of providing 
a stable source of hospital support while preserv- 
ing the freedom of community hospitals with all 
that their freedom involves. 


Funds are, of course, required for hospital con- 
struction as well as for maintenance, and we must 
face the fact that substantial gifts and large be- 
quests from individuals, which in the past have 
been a principal source of such funds, are now 
diminishing. Must voluntary hospitals hereafter 
look to the government alone for capital funds? 


Some communities will need help, but the major- 
ity of communities should not, for under present 
tax conditions corporations, without great sacri- 
fice, can give substantial portions of their gross 
profits to community hospitals for necessary plant 
development; their willingness to do so has been 
significantly revealed in a number of recent hos- 
pital drives. 


The Values of Hospital Prepayment Plans 


The degree of corporation interest and the in- 
terest of business men generally in local hospitals 
depends upon the services which the hospitals 
perform for the local community, and more par- 
ticularly for corporation and business employees. 
Nonprofit and semi-private and ward prepayment 
plans offer the best possible means of bringing 
corporations and their local hospitals closer to- 
gether; moreover, participation in such plans has 
been recommended to workers after careful con- 
sideration by special committees of labor organ- 
izations, guided by competent economic advisors. 
In their own interest as well as in the interest of 
the community, voluntary hospitals should vigor- 
ously promote the expansion of voluntary prepay- 
ment plans on terms suitable to the resources and 
needs of workers. The nonprofit principle should 
be the controlling factor in fixing the fees of sub- 
scribers and the service payments to participating 
hospitals. On these terms and in this manner, the 
invaluable life of voluntary hospitals can be in- 
definitely prolonged and hospital medical practice 
protected from the blight of government regimen- 
tation. 


Since hospitalization is an important part of the 
health conservation movement, government inter- 
est in hospitalization is appropriate and desirable. 
Let us hope that this wholesome interest will not 
find expression in blind flights into the tricky and 
tempestuous political stratosphere, unchecked by 
the serviceable ballast of America’s own experi- 
ence in efficient hospital administration and the 
ways of medical achievement. 





Foundation Giving 


“Medicine and public health continue to rank 
first, although education runs a close second, 
among the objects towards which American foun- 
dations now grant an annual total of $40,400,000, 
according to a survey of foundation giving soon to 
be issued by Raymond Rich Associates, consult- 
ants to nonprofit organizations. The survey, em- 
bracing reports from 314 leading foundations, 
brings up to date a similar survey of 243 founda- 
tions published in 1939, and earlier investigations 
prepared by the Twentieth Century Fund. 

“The survey indicates that for medical research, 
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medical education, the erection and support of 
hospitals, and other purposes related to medicine 
and public health, foundations granted individuals 
and institutions 30.4 per cent of their total dis- 
bursements, or $12,273,590 during 1940, the latest 
year for which complete figures are available. 
“Education, the foremost concern of foundations 
until outranked by medicine and public health as 
indicated by the 1939 survey, now appears to be 
receiving almost equal support. During 1940 the 
sum of $11,696,605 was given to general education, 
or 29 per cent of the total gifts.” 
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Planning Good Hospitals 


ADDISON ERDMAN 


modern research and inventions will always 

be a stumbling block to standardization. Pri- 
vate rooms are getting more and more luxurious, 
as each hospital wants something a little smarter 
than anything anybody else has. It is here that 
new gadgets get their trial and some attain per- 
manency as hospital equipment. 

Human nature, with its likes and dislikes, warps 
judgment in hospital planning and equipment, 
just as violently as in politics and religion. For 
instance, there is a difference of opinion regarding 
operating room lights. In one hospital three dif- 
ferent types of lights were in use to satisfy the 
requirements of different surgeons. It is possible 
that a new type of light, 
developed in France and 


Te DEVELOPMENT of new ideas resulting from 
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deal of long-distance hauling. The only disadvan- 
tage of this plan is that the executives have to do 
the traveling to visit their patients. 


Small Hospitals in Outlying Districts 


The second pitfall pertains to small hospitals in 
outlying districts where skilled help is scarce. In 
such hospitals high pres- 
sure steam, electric gen- 





now used in France and 
England, may prove to be 
the one to satisfy all ob- 
jections. I have not heard 
of its being used in the 
United States as yet. 


Centralization 


One of the most impor- 
tant trends is towards cen- 


tralization in the design of eighty hospitals. 





Planning good hospitals calls for 
constant adaptation of new tech- 
niques and materials to the purpose 
and local conditions of each institu- 
tion, states Addison Erdman, in a 
report to the American Institute of 
Architects, of a survey of more than 


erators, central refrigera- 
tion and sterilization, and 
air conditioning plants 
overtax the ability of the 
engineer and his assistants. 
In such localities, the ar- 
chitect should strive even 
more than usual to sim- 
plify all procedures and 
reduce all complex prob- 
lems to their simplest 








special types of hospitals. 
Although there is no doubt 
that centralization has many good points, there are 
three main pitfalls: carrying centralization so far 
beyond reason that it becomes a source of trouble 
rather than a benefit; extension of centralization 
beyond the ability of the personnel available; and 
failure to provide in the building plan for its 
proper functioning. 


In some of the larger institutions there are 
groups of buildings for patients and one main 
building in the center housing all the treatments. 
This plan may be considered efficient from an 
administrative standpoint, but it relegates the 
comfort of the patient to secondary importance. 
He must be wheeled great distances and taken up 
and down elevators, with waits in corridors and 
lobbies for his turn to be propelled elsewhere, to 
be treated or operated upon. 


However, centralization within each service, or 
of services related to each other, is of benefit to 
both the staff and the patients, eliminating a great 
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terms. Furthermore, no 
complicated apparatus 
should be installed in communities where the 
manufacturers’ maintenance crews are not avail- 
able in case of trouble. 


To provide for the smooth functioning of cen- 
tralization, each service should be so arranged that 
it can be reached from a central point of entrance 
and im no case should traffic go through one service 
to reach another. Corridors should be wider to 
accommodate increased traffic in centralized serv- 
ices. Large waiting spaces and lobbies should be 
provided at elevators and at entrances to treat- 
ment rooms, because centralization causes a defi- 
nite trend towards longer waiting. To take care 
of increased elevator service, elevators should be 
grouped at least in pairs so that if one breaks 
down there will still be a car in use. 


The tendency today is to reduce the size of 
wards. A new development for screening beds is 
being evolved in which the dividing partitions 
are seven feet high of masonry with terrazzo 
bases and glazed upper sections. 
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Sound Absorbing Materials 


Very little has been done in sound-absorbing 
materials for wards. Acoustic plaster, although 
not the most efficient material for sound absorp- 
tion, is somewhat cheaper than hard plaster and 
decidedly better than no acoustic treatment at all. 
Flooring throughout wards is generally asphalt tile, 
rubber tile or linoleum, with terrazzo borders and 
bases. Although it is the general opinion among 
hospital workers that hard floors are more fatigu- 
ing, it is really the slipping hazard that causes 
fatigue. 


Ward Lighting 


The best solution for ward lighting is to be 
found in the new Hospital for Chronic Diseases, 
Welfare Island, New York City, where the lights 
are recessed in the ceiling with “egg-crate” 
louvers. These louvers prevent the light from 
shining into the patients’ eyes. In the same hos- 
pital there is a hooded lighting reflector built on 
the wall or partition over the head of each bed. 
Each patient thus has a bed light that will not 
disturb the occupants of adjoining beds. 


A very efficient labor-saving device, particularly 
where the nurses’ station is at some distance from 
the patient’s room, is the push button type nurses’ 
call system with microphones at the push buttons 
so that patients can talk to the station, where there 
is a loud speaker. This loud speaker can also be 
connected to listen to the bedside, and thus be 
used to check up on the patient’s condition and 
activities. This system is used in New Rochelle 
Hospital, New York, and the Jewish Hospital, 
St. Louis. 


Corridors and Solaria 


In all hospitals throughout the country, the 
main criticism of corridors is the lack of wall pro- 
tection against damage from carts and wheel- 
chairs. Structural tile wainscots are the best form 
of protection, and where there are long unbroken 
walls the expense does not run unreasonably high. 


Wherever solaria are glazed and heated they are 
misused as wards. Open porches, which cannot be 
made into wards, are most satisfactory and are 
necessary in addition to enclosed day rooms, so 
that even if the days rooms are used as wards the 
patients still have the porches. 


Treating Interiors 


The experiments with washable wallpaper in 
private rooms will no doubt continue. Venetian 
blinds are now considered standard equipment. 
There are many private baths for which the need 
is negligible. A connecting bath between two 
rooms, with correlated latches similar to hardware 
on French pullman cars, is a refinement that could 
be used more often. 
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In operating rooms, white tile is no longer in 
first place for wainscots; gray-green and gray-blue 
are becoming more popular. Although modern 
practice has grown away from the high plate glass 
windows with skylights above and elaborate glass 
screens within the room, there is still a tendency 
toward a large window with casement openings on 
each side. Some frankly ignore the use of natural 
daylight, especially where viewing galleries are 
hung from the floor above, and a glass dome or 
baffle cuts off the observers from the operator. 


Air Conditioning 


Humidity control seems to be the recognized 
safeguard against explosions in operating rooms. 
The answer seems to be in a real air conditioning 
unit similar to that in the operating rooms at 
Mount Sinai Hospital, New York. 


Creches 


Various techniques have been developed to iso- 
late babies and protect them from cross-infection. 
Some hospitals divide the nursery into glazed 
cubicles for each infant in a separate bassinet. 


A very interesting experiment is being made at 
The Cradle, Evanston, Illinois, with three different 
techniques. In one, each bassinet is in a separate 
cubicle with wire glass partitions to the ceiling; 
each cubicle is air conditioned and has its own 
sink and work table. In another type, in addition to 
this arrangement, each cubicle has a germicidal 
ray shining down across the front from the ceiling. 
In a variation of this type, there are two bassinets 
and sinks in each cubicle, with a railing down the 
center and germicidal rays across the front and 
down the center over the railing. In this cubicle 
the babies are isolated from each other by rays 
only. The railing is to protect the nurses from 
over-exposure to the center rays. In the third type, 
the baby is reached only through its individual 
nurse’s cubicle, which contains a work table and 
sink and is air conditioned. After entering it, the 
nurse must close its wire glass door and remain 
there at least three minutes before raising the 
sliding glass panel to the baby’s cubicle. This 
cubicle is also air conditioned, with a change of 
air every three minutes, slightly under pressure, 
so that the air always moves from the baby’s 
cubicle towards the nurse’s. The babies are never 
removed except for weighing. 


The very fact that there are so many different 
solutions for the same problem in different local- 
ities, all satisfying the individual cases, shows that 
the architect must keep his mind open to study 
every question. Meeting and conversing with su- 
perintendents, administrators of departments, and 
maintenance crews point the way towards further 
progress by revealing the actual value or lack of 
value of various theories. 











writing a series of articles for the magazine 

HOSPITALS and over the course of the past 
year we have been able to help many of you with 
your budget estimates as well as your purchasing 
and inventory programs. 


Te McGit_ Commonity SERVICE, INc. has been 


The purchasing agent’s part in the war program 
has been intensified because of the changed char- 
acter of war. Modern wars are total affairs and 
affect the life and activities of every person in the 
nation. Never before in the history of this country 
has authority been so centralized. Purchasing 
agents must look to Washington now, not only for 
the supplies which they can obtain, but also for the 
prices that they pay and the ultimate distribution 
of finished products. 


Wars are fought for commodities. The United 
States is the world’s major producer of raw mate- 
rials, and except for a few specific commodities 
which can be produced only in special sections of 
the world, we are able to out-produce any nation 
in the manufacture of the needed implements of 
war. Because of this our entire economic life has 
changed drastically since September, 1939. Be- 
cause the change has been of a day-to-day charac- 
ter, the average person does not realize how stu- 
pendous the adjustments have been. Free market 
conditions, the law of supply and demand, and 
other phases of normal peacetime activity have 
been relegated to the shelf for the duration. 


The Situation Which Purchasing 
Executives Face 


Purchasing executives face a truly unprece- 
dented situation today. Not only must they know 
the normal channels of services and supplies, but 
they must also be keenly aware of government 
laws and regulations. It is true that the many 
price schdules and the general maximum price 
regulation has set ceilings on almost all of the 
materials that they buy so that they are less con- 
cerned with price fluctuations than in the past. 
However, the restrictions on both purchases and 
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sales have become so great that every purchaser 
must spend much time in digesting and complying 
with War Production Board rules. The role of the 
purchasing agent at the present time requires not 
only a knowledge of the present Government re- 
strictions on free business, but also requires an 
understanding of the purposes and aims of these 
regulations and the ability to foresee the ultimate 
objective of present trends. 


The role of the hospital’s purchasing agent is 
perhaps somewhat eased by the fact that he is in 
an essential civilian industry. The role of the hos- 
pital in wartime becomes immeasurably greater, 
and thus, it is readily seen that supplies will be 
made available to hospitals in preference to other 
industries which are less essential to the nation 
as a whole in war times. There are now literally 
hundreds of OPA and WPB regulations, and these 
new rules result in forcefully directing our entire 
economic life. One might easily expect that with 
ceiling prices on the great majority of raw, semi- 
processed, and finished goods, the prospect of ris- 
ing prices would be entirely minimized. This, how- 
ever, is not the case and only if certain additional 
restrictions on our economic life are made can we 
logically expect a completely stabilized price 
structure. 


The Maximum Price Regulation 


Is there a possibility that the general maximum 
price regulation may not prove effective? Let us 
compare some statistical trends. For instance, the 
Index of Industrial Production compiled by the 
Federal Reserve Board has now reached 175 as 
compared with 105 in the pre-war month, August 
1939. This expansion made even with a sizable re- 
duction in civilian goods production measures no 
less than 66 per cent. This great expansion in busi- 
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ness activity has, of course, been accompanied by 
a rise in the volume of employment. At the present 
time the number of workers engaged in industry 
is at the highest point in our history, and we face 
the possibility of having a rather acute shortage 
of unskilled and semi-skilled labor as well as of 
skilled. The expansion in employment has been 
accompanied by a truly tremendous increase in the 
lower income brackets. The General Index of 
Factory Pay Rolls compiled by the Bureau of 
Labor is currently at close to 185, an expansion of 
102 per cent, as compared with 91 in September 
1939. That is the basis for the inflationary prices 
which have created the necessity for the price 
regulations under which we now operate. 


This tremendous rise in civilian buying power 
has created two major threats to the over-all price 
ceiling: First, prices have been frozen, but under 
the present set-up wages can be forced even 
higher by the competitive bidding for workers 
throughout industry. This, in turn, means a con- 
tinued increase in production costs, and is, in fact, 
narrowing and wiping out profit margins for a 
large section of our industrial producing capacity. 
Second, we know that the amount of goods avail- 
able for civilian use is being restricted by the tre- 
mendous demand for armament production. The 
national income is now almost double the level of 
the depression of the early 30’s, but we expect 
that the supply of goods available for consumer use 
will be smaller than in any year of the depression, 
and for 1942 will fall between 20 and 25 per cent 
below the 1941 level. 


Demand for Goods tc Out-Run the Supply 


This one fact, that demand for goods will out- 
run the supply, is responsible for “the inflationary 
gap” in civilian buying power of which we hear 
so much. No effective program has as yet been 
adopted for mopping up this surplus. The sale of 
defense bonds is not reaching the required levels, 
and until some system for absorbing buying power 
or complete rationing of consumer goods is adopt- 
ed, we shall have a constant upward pressure on 
all prices. 


The OPA has adopted the policy of maintaining 
retail price ceilings at the highest points reached 
in March. In carrying out this policy they have 
rolled back wholesaler and manufacturing prices 
wherever possible, and in some cases permitted a 
lowering of quality and the use of substitute mate- 
rials. But such a program often results in lower- 
ing the profit margin of the wholesaler to the 
point where there is no incentive to produce or 
engage in business. Thus, it will become neces- 
sary if essential suppliers do remain in business 
for the OPA to subsidize to the extent that manu- 
facturers’ and wholesalers’ costs are squeezed. 
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This represents a truly revolutionary program. 
It has been adopted in other countries, but is a 
sort of economic planning that was never under- 
taken before this war. The success of the Canadian 
system can be attributed to the fact that surplus 
buying power had been fairly well mopped up in 
their economic program, but in the United States 
we have had a general freezing of prices unac- 
companied by a curtailment of purchasing power, 
and we predict that under present conditions the 
shortage of consumer goods will become more and 
more acute as existing inventories are absorbed 
and cannot be replaced. So far, rationing has as- 
sumed only a minor role in our war effort, but 
under present conditions rationing, if the war is 
long, must be extended on an over-all basis in a 
manner similar to the price freeze. 


The Spread of Rationing and Allocation 


As many of you know, the OPA is now studying 
an inventory limitation order for retailers, and we 
believe that this will be followed by a further 
spread of rationing and allocation. 


As we see it, practically all goods are going to 
be very scarce by the end of the year. A few years 
back it did not seem possible that we would ever 
run our steel industry, for instance, or our cotton 
textile industry at capacity for any extended 
period, and absorb the entire output of those in- 
dustries without satisfying over-all demand. Such 
a situation has arisen, however, even with the cur- 
tailment of many items designed solely for civil- 
ian consumption. We must expect that until this 
war has ended we shall be called upon to substi- 
tute and to get along on less of the essential raw 
materials. 


The war has already brought many changes in 
the type of goods now available for civilian use. 
For instance, it seems improbable that we shall 
ever find it necessary to import as much silk again 
as we have in the past. Our increased capacity for 
the production of rayon, nylon, and similar fabrics 
has placed this country on a self-sustaining basis. 
Similarly, there is reason to expect that once our 
planned synthetic rubber production program 
reaches its peak that we will never again find it 
necessary to import great supplies of rubber. In 
the past two years there has been a tremendous 
evolution in the character of goods being made for 
civilians and at the end of the war we shall have a 
tremendous producing machine which will be re- 
converted to new types of peacetime goods. 


Problem of Transportation 


Probably the one outstanding factor which pur- 
chasing agents have to face for the immediate 
future is the problem of transportation. As our 
industrial effort grows, the railroads of the coun- 
try will be called upon more and more to transport 
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vital war supplies to the exclusion of civilian 
goods. Gasoline rationing—of which more later— 
will throw an added burden on the railroads, and 
it is not an impossibility that there will be priori- 
ties not only on freight but on rail passenger 
travel. There is, of course, practically no coastwise 
transportation space available, and although the 
railroads of the country will be operated at capac- 
ity, all needs cannot be met. This is one thing that 
you should plan on for the late fall and early 
winter. Look over your purchase items and your 
suppliers and expect that your deliveries in some 
instances will be delayed. Furthermore, truck op- 
erations will come under new regulations, and 
loads will be regulated to avoid duplicating and 
overlapping services. 


The facts of the matter are that the next serious 
bottleneck will unquestionably involve transporta- 
tion to the war zone. We have won the battle of 
conversion and mass production; we are fighting 
the battle of transportation now. The magazine 
Iron Age has called attention to the 40,000 military 
trucks standing at a single eastern port awaiting 
shipment, 30,000 combat vehicles are also waiting 
shipment at one eastern factory, and thousands of 
trucks, largely intended for Russia are stacked up 
for lack of immediate transportation. Our studies 
show that in general the export shipping space 
situation is very serious. 


There is now no commercial space available for 
ordinary exports to Great Britain. No space is 
available for South Africa except for high priority 
essential goods, and this is also true in regard to 
shipments for South America. Even to the Carri- 
bean ports which are reasonably close to the Con- 
tinent, the Army and Navy have first call on all 
space, and of course, are utilizing much more ton- 
nage. In only a relatively few limited areas is the 
situation favorable or is there any chance of in- 
creased availability in the immediate future. Our 
long supply line to Australia and New Zealand 
is being successfully handled and the outlook for 
shipments to India and the Middle East is now 
more encouraging. 


Needless to say, practically all exports for the 
duration will consist of shipments of military per- 
sonnel and material and lend-lease aid to our 
Allies. The production of liberty ships is progres- 
sing remarkably, yet whereas 23 million tons of 
space have been promised for delivery by January 
1, 1944, the best that can be expected for the 
current year is 8 million tons. While the produc- 
tion of between two and three cargo ships per day 
at the present time represents an outstanding 
engineering and production effort, it is well to re- 
member that the minimum supplies and equip- 
ment for each man landed abroad weighs 15 tons, 
and to this must be added the normal military 
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maintenance supplies. As far as the railroads are 
concerned the task of moving aggregate tonnage is 
without precedent and though an effective job is 
being done, serious delays in deliveries at the time 
of the harvesting season later this year cannot be 
avoided. 


As mentioned before, the tie-in between pur- 
chasing agent and government has never been 
greater. 

Progressive Purchasing Policies Unchanged 

Delivery of practically all materials to industry 
generally now requires the knowledge and use of 
the instrumentalities of recent regulations. How- 
ever, the principles of progressive and modern 
purchasing policies have neither been changed nor 
disturbed by the war. After all, the chief function 
of a purchasing agent is still to get the best possi- 
ble materials; the best possible service at a price 
that is fair and equitable, and to keep vendors as 
a stable source of supply. 


While Government agencies to a great extent 
now tell purchasing agents just what can be had, 
how much of it, and at what price, the method of 
spending by any purchasing agent will determine 
in the long run just how much he gets for his 
money. The first and foremost problem of the buy- 
er today is that of obtaining the material and 
equipment necessary for the operation of his plant, 
no matter whether it be an airplane factory or a 
hospital. Much of the material today must be ob- 
tained under the priority system and no one ques- 
tions for a moment the basic need for the many 
Government restrictions at this time. The purchas- 
ing agent must confine himself within these orders 
with the knowledge that only by such compliance 
will those scarce materials be used effectively 
where and when they can make the most substan- 
tial contribution to the war effort. The purchasing 
agent knows better than anyone else that the di- 
version of materials through what have come to 
be called “black market” operations does not make 
sense when we are fighting a total war. 


Hospital Requirements Must Be Anticipated 


Despite all the many regulations that have been 
set up, it is becoming increasingly difficult for even 
essential civilian consumers such as hospitals to 
obtain sufficient supplies of all needed materials. 
Therefore, requirements must be anticipated to a 
very great extent and substantial supplies of 
materials must be scheduled for forward delivery. 
Deliveries of many essential materials are falling 
farther and farther behind, and it is quite evident 
that there is little hope of relief in the immediate 
future. 

Commodities in the Post-War Period 

No resume of general business conditions would 

be complete without some mention of the great 
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military battles that are going on all over the 
world. The war holds the key to all our efforts 
and it also holds the key to the purchasing 
agent’s buying activities for as long as it exists. 
We have been told time and time again that this 
will be a long war and a hard one. Everyone in a 
position of authority has pointed out the global 
character of the conflict and the necessity for mass- 
ing men and materials at widely scattered points 
throughout the world. We are told that the United 
Nations cannot expect to open up a second front 
offensive overnight and we are also told that we 
must plan on mainly defensive operations in the 
Pacific for an indefinite period. These statements 
do not ring entirely true, however, when regarded 
in the light of some current developments. We 
make no pretense at being military observers or 
forecasters, but the increasing bad news, the 
assassinations, the unrest that is reported in the 
conquered countries as well as the magnificent 
fights that are being waged by the Russians, the 
Chinese, the R.A.F.; and our own naval and air 
forces make the end of the war one factor which 
no purchasing executive can afford to forget. 


No matter how aggravating present problems of 
supply and distribution are, we can be sure that 
if victory comes quickly the business situation 
from a supply standpoint is going to become very 
favorable overnight. Furthermore, if the war ends 
within the next year there will be only a limited 
accumulation of replacement demand for consum- 
er goods that could be filled very quickly because 
of the overwhelming productive capacity in this 
country. If the war should end fairly soon we 
should have to expect a drop in industrial opera- 
tions and a decline in commodity prices. 


If, on the other hand, the war lasts for several 
years, consumer demand will be so great for all 
the necessities of life that we could probably main- 
tain continuous production for an extended period. 
Thus, the industrial consumer, faced with a prob- 
lem which hospital purchasers do not have to meet 
to so great an extent, must contend with the pos- 
sibility of following a more cautious policy in re- 
gard to inventories not required for war contracts. 
The consumption of a number of industrial raw 
commodities will be curtailed sharply for a period 
following the war because of the considerable 
time that must elapse before many of our war 
plants can be reconverted to the production of 
civilian goods. The time required for reconversion 
will vary greatly between industries, but will de- 
pend in great measure upon the degree to which 
machinery changes were necessary in the conver- 
sion period for war work. 


Industrial companies in several industries were 
hard hit during the period 1920-21 because of the 
substantial price declines which took place in that 


July 1942 









period, and the large inventories that were on 
hand. The immediate post-war period would, of 
course, be the reverse of the period through which 
we have just passed with all industries racing to 
place peacetime goods on the market in order to 
capture the largest share of consumers war sav- 
ings. 

Hospitals, generally speaking, will not be faced 
with any great let-down in activity during the 
duration of the war or in the immediate post-war 
period. Operations of hospitals follow the wide 
broad changes in industrial activity, and by and 
large we can expect that consumer incomes on the 
average will be well-maintained during the war 
and in the immediate years which will follow. 
Sooner or later we shall have to pay for the cost 
of this war and pay for the great expansion in 
productive activity which has taken place in re- 
cent years. 

There has never been any war in history which 
has not ultimately been followed by a great de- 
pression. Usually it does not occur for some years 
after the ending of the war because the activity 
of soldiers returning to civilian life, establishing 
new homes, requiring new services and supplies, 
lends enough impetus to the economic structure to 
keep it moving at fairly high speed. Thus, in 
1920-21 there was a limited depression which was 
caused primarily by the decline in commodity 
prices and the huge industrial inventories of which 
I have spoken. After this original period of re- 
settlement was finished we had the great indus- 
trial and business boom of the 1920’s which 
culminated in the great peak in 1929. 


We see no reason to expect a situation much 
different from this in the years to come, although 
because price control legislation is limiting the 
inflationary rise in commodities it is probable that 
the initial post-war let-down will be limited to the 
same extent. In the heavy durable goods indus- 
tries, especially, from which much of our post-war 
prosperity can be expected, the rise in prices has 
been held to very small proportions. 


The Problem in Specific Commodities which Must 
be Met for the Duration 


By and large, therefore, it is not so much con- 
ditions arising at the end of the war which hospital 
buyers must face, but the problem in specific com- 
modities which must be met for the duration, 
whether it be a matter of months or a matter of 
years. We have ahead of us the prospect of ever 
increasing Government control of business, of 
buying and selling, of people, their lives, activities 
and jobs. Our entire civilian economy will be un- 
der increasing restraints for the duration of the 
war. They will be unpleasant, inconvenient, and, 
to many individuals and groups of people, prob- 
ably disastrous. But they are the facts and to see 
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it in any other light is to our belief, wishful think- 
ing. These restraints are due to the war and un- 
fortunately the facts and figures on which much 
policy is based cannot be released and this often- 
times leads to confusion. 


However, when one merely considers how much 
we have done in so short a time many of the 
errors and inconsistencies can be overlooked be- 
cause our fighting men are being supplied. 


General Rationing 


In New York last week we were told by OPA 
officials that general rationing on the point system 
or something else similar to the English program 
was not in prospect for a long time to come. A 
further spread of selective rationing, however, will 
be depended upon and by the end of the summer 
we expect that at least four items will be under 
a card rationing system. These will probably in- 
clude coffee and tea in addition to the present con- 
trolled items of gasoline and sugar. The coffee 
situation at the moment is not critical. Up until 
the middle of May we had imported approximate- 
ly 58 per cent of the season’s quota whereas the 
normal importation for this period would be 62 
per cent. In other words we are just slightly below 
our planned requirements. At the present time 
there is enough stock in this country and in transit 
to cover our consuming requirements well ahead, 
but South American merchant ships have been 
taken off their regular runs because of the fear of 
enemy attack and United States shipping is just 
not available in sufficient volume. 


Tea comes chiefly from areas which are now 
either under the control of Japan or are surround- 
ed in such a way that we cannot maintain normal 
communications. Tea is available in India and 
Ceylon, but this supply must also be used for 
others in the United Nations. 


Gasoline rationing in the east will be tightened 
around July first and we expect that passenger 
cars generally will be limited below their present 
rations while many drivers may be cut off entirely 
because their driving is non-essential. The whole 
nation will probably be rationed sometime after 
July first and the plan originally used in the east 
will be followed throughout the country except 
perhaps near the main sources of supply. Many 
people have asked us why the Government will 
ration consumers outside of the seaboard area. The 
plan is designed for two purposes: first, from a 
morale standpoint which is readily understandable 
and second, which is even more important, the 
necessity for conserving rubber and for maintain- 
ing essential transportation lines. Almost all un- 
necessary civilian driving will be at an end inside 
of two months. 4 


Jn general we can say that you as hospital pur- 
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chasing executives and as individuals must plan 
on constant, limitations and restrictions in your 
activities for the balance of the war. Even essen- 
tial civilian services such as hospitals may find 
that some foods are not available to them in de- 
sired quantity. Some maintenance material. may 
be very difficult to obtain and a deterioration in 
quality standards for all types of dry goods should 
be expected. 


The McGill Commodity Index 


Now, in regard to the McGill Hospital Commod- 
ities Index, I will not go into a discussion of all 
the individual items or groups. However, I would 
like to point out that on September 1, 1939, just 
before the outbreak of the war in Europe, the 
McGill All-Commodity Index stood at 65.4. On De- 
cember 5, 1941, just prior to Pearl Harbor, the index 
was up to 88.5, the advance during this initial 
period of the war amounting to 35 per cent. By 
April 24 of this year the index had moved up to 
97.8 which represents an overall advance since 
September 1939 of no less than 49 per cent. Since 
the peak during the last week in April, roughly 
a five week period, the index has declined to 97.5, 
a drop of only %4> of one point and less than one 
half of one per cent. 


What will be the effect of current conditions? 
Frankly, we feel that relatively stabilized prices 
are in prospect for a period of a few weeks. The 
tendency will probably continue slightly down- 
ward, but there will be no great drop from current 
levels. Basing our forecasts for the future on those 
items which are not now under maximum or regu- 
lated prices, the low point in the index for 1942 
should be reached within about six or seven weeks 
to be followed by a rising tendency throughout 
late 1942 and early 1943. 


Items That Are Not Now Under Price Ceilings 


The items that are not now under price ceilings 
include such things as fresh vegetables and fruits, 
dairy products, and the major agricultural crops 
of feedstuffs, bread grains, oil bearing seeds and 
fibers. The majority of these prices are now mov- 
ing slightly downward because of the effect of 
excellent growing conditions, relatively large 
crops to be harvested this year, a shortage of ware- 
house space and prospective transportation delays 
in the harvesting season which may throw large 
supplies on the market. 


Once the major harvests are complete and crops 
have moved into storage and marketing channels, 
the full force of higher Government loans this 
season than last is bound to be felt from a market 
standpoint. Will it be nossible for the Government 
on the one hand to raise the minimum price that 
farmers receive and on the other hand to hold 
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down the maximum price for products made from 
these materials? 


We believe not. And when due consideration is 
also given to the still mounting cost in all produc- 
tion lines we feel that major revisions must be 
made not only in the general maximum price regu- 
lation, but under many of the individual price 
schedules. 


In this country last year we had a national in- 
come of more than 90 billion dollars. This year 
it will run in excess of 105 billion and if the war 
continues throughout 1943 it will rise above 115 
billion. Much of this income rise is going to the 
people in the very lowest income brackets who are 
now either income tax exempt or who pay very 
small rates. Many of these people, prior to the war 
boom, had not been employed steadily for years 
and it is only necessary to look over the drop in 
relief payments throughout the country to realize 
how true this is. There is a demand now for in- 
dustrial raw materials which seemed totally im- 
possible and improbable a few years back. There 
will be a demand for foods and other necessities 
within the next year which I doubt is being ade- 
quately foreseen generally at the present time. 


Individual Commodities 


In regard to just a few individual commodities, 
let me say that now is the time to stock up on 
coal for at least six months and nine months would 
be better if it is at all possible for you to do so. 
Hospitals that are now using fuel oil should in- 
vestigate the possibilities of converting to coal 
and this, of course, applies most strongly to insti- 
tutions in the present petroleum curtailment area. 
Cotton goods and surgical dressings should be 
purchased from an insurance standpoint although 


hospitals will fare better than civilians in this 
case. 


Canned vegetables and fruits seem likely to be 
in smaller supply during late 1942 and early 1943 
while the supply of salmon, tuna and sardine in 
the canned fish group will be taken over complete- 
ly for Government purposes. On the other hand 
the supply of dairy products and of eggs has in- 
creased rather sharply in recent months and 
although we are shipping sizeable quantities 
abroad under the Lend-Lease Program, no short- 
age of these materials for domestic use is foreseen 
at this time. Lend-lease shipments have in the last 
few weeks seriously reduced this country’s lard 
supply and from a long range standpoint there is 
a possibility of high prices for lard and other pork 
products. 


To summarize, modern war requires a tremen- 
dous consumption of all types of commodities; 
foods as well as industrial materials. The con- 
sumption trend in this country has been so great 
as to render it impossible for domestic production 
and impaired transportation lines to fulfill all de- 
mands. This has resulted in allocations to essential 
users and the rationing of some materials to civil- 
ian consumers. Because of the growing demands 
of our war effort further shortages and limitations 
on the use of many basic materials should be ex- 
pected. Prices of virtually all commodities have 
recently been stabilized by law, but underlying 
economic forces in operation prior to the imposi- 
tion of maximum prices seem certain eventually 
to result in a rising price trend for commodities 
used in hospitals. 


In general, the McGill Commodity Service be- 
lieves that protective inventory policies should be 
employed to the widest extent possible. 
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National Hospital Day Awards are based upon reports submitted by your 
hospital, your hospital council, your state or provincial association. 


This final reminder urges you to see that your complete report and a 
short summary of your observance are in this office by July 15. 


For Help, refer to June HOSPITALS, p. 86; April HOSPITALS, part two, pages 3, 16, 17, 19 


Albert G. Hahn, Chairman 
National Hospital Day Committee 
American Hospital Association 

18 East Division Street 

Chicago, Illinois 
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Obligation of Trustees to Medical Profession 


CLAUDE W. MUNGER, M.D. 


whether the hospital trustee owes any primary 

obligation to the physician, or whether, indeed, 
he owes a primary obligation to the hospital it- 
self. The trustee of a hospital must consider him- 
self basically and primarily responsible to the 
community which his hospital aims to serve. It 
is quite true that, incident to the trustee’s obliga- 
tion to the health and well being of his communi- 
ty, there is a responsibility to those groups which 
are capable of contributing to the hospital’s prime 
purpose, namely, the care and prevention of ill- 
ness. 


l" THE STRICTEST sense, it may be questioned 


While one may seem to quibble over words in 
making this distinction, this observer considers it 
desirable that the trustee shall understand that 
his duty transcends the interests, vested or other- 
wise, of any group excepting in so far as he may 
aid that group to give better service to the com- 
munity. Having disposed of that technicality, let 
it be acknowledged that no group is more impor- 
tant than the medical profession to the proper ful- 
fillment of the aims of the hospital. 


The Hospital Trustee Must Be Interested in 
Activities of the Local Medical Profession 


The trustee must interest himself in the activ- 
ities and the needs of the local medical profession 
as a whole and, especially, of the particular group 
of men who staff the hospital. The trustees of a 
hospital have undertaken, in effect, to provide the 
members of the community with the right kind 
of hospital care. Since the doctor is the principal 
instrumentality for rendering this service, it fol- 
lows logically that the trustees must have a deep 
interest in him and all that he does. 


Evaluating the Qualifications for Staff 
Appointments 


One of the first lessons for the new trustee to 
learn is that there are “doctors and doctors.” He 
must be made aware of a fact well known in the 





Presented before the Trustees’ Section of the Convention of 
the Ohio Hospital Association, Columbus, 1942. 
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profession itself, that the possession of an M.D. 
degree and a license to practice medicine, are in 
themselves, insufficient qualifications for mem- 
bership upon the hospital staff. The character of a 
hospital, the kind of work it does, and the extent 
to which it reaches the high humanitarian aims 
which every hospital should have, depend largely 
upon the possession by its staff members of quali- 
fications over and above a mere degree and a 
license. It is most essential that the trustee should 
understand this at the beginning of his appoint- 
ment because he, with others, must assume the 
serious responsibility of appointing to the hospital 
staff, men who are really equal to the work to 
which they are assigned. 


Usually, in a well-established hospital, the trus- 
tees will look to the senior members of the hospi- 
tal staff for advice concerning the qualifications 
of proposed appointees. This is proper unless the 
trustees, as has occurred in rare instances, should 
be ill-advised. It behooves the trustees to main- 
tain a reasonably questioning attitude toward 
recommendations from the medical board for ap- 
pointments to the staff. It is almost always un- 
fortunate if things come to such a pass that the 
board of trustees must refuse to appoint a physi- 
cian recommended by its medical board. It will 
seldom be necessary thus to over-rule the medical 
group, if the trustees have clearly demonstrated 
that they will realize the seriousness of the final 
authority which they possess over staff appoint- 
ments, and have, in effect, cautioned their medical 
board to present only well-considered nomina- 
tions. 
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Providing Means for Staff Self-Education 


Trustees who have acquired a real interest in 
and understanding of the need of the hospital for 
the best possible staff material, will soon realize 
that no hospital is blessed with the perfect staff; 
that often the very best men obtainable will fall 
short of perfection for the tasks which they are 
required to assume. They must learn, too, that the 
physician who ceases to study and learn, is in a 
decadent state and, sooner or later, will become a 
community and a hospital liability. The thinking 
trustees will logically deduce that the hospital 
ought to give its staff members full opportunity 
to continue to develop in professional knowledge 
and skill. While basic education is a sine qua non 
of the practice of medicine, the doctor who prac- 
tices his profession and studies at the same time, 
becomes more and more proficient, growing in 
ability as the years pass by. Oftentimes, physicians 
who would like to continue to grow professional- 
ly, are unable to do so because their hospital and 
community offer such meager facilities for con- 
tinuing to study while engaging in active prac- 
tice. Comparatively few men can afford the loss 
of income and the out-of-pocket expense of going 
away to study every year or two. It is easy, under 
such conditions, for a doctor to get into a rut in 
which he will continue to travel in the same di- 
rection and with the same speed he had at the out- 
set, and to fall more and more behind the van- 
guard of medical science. 


Obligation of the Hospital to Medical Education 


It is in opportunities both for formal education 
and continuing self-education, that the hospital, 
and thus its trustees, can be of immeasurable as- 
sistance to the physician. It becomes an obliga- 
tion for the hospital board, not only to realize this, 
but to make it possible for the hospital itself to 
become as much an activity in medical education, 
as an agency for the day-to-day care of the sick. 
In a brief discussion, it is not possible to give 
many details as to how the hospital can accom- 
plish this. Suffice it to say here, that with good 
professional leadership, and with the enthusiastic 
endorsement and support of an intelligent group 
of trustees, a hospial can provide the members of 
its staff with additions to, and refreshments of, 
their medical knowledge. 

This is much less of a problem in hospitals as- 
sociated with medical schools, or in the large non- 
teaching hospitals. This is evidenced by the out- 
standing medical work of so many of our univer- 
sity hospitals. It has been comparatively easy for 
them to provide staff education of a high order. 
But, the task is not impossible in our small hos- 
‘pitals though, admittedly, in these institutions 
more work and effort is necessary. It is in these 
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less-favored institutions that the understanding 
trustee, by encouraging and generally making it 
possible for the hospital staff to pursue a course of 
self-improvement, can make a signal contribution. 


Error of Intrusion in Professional Matters 


The trustee must avoid the serious error of ap- 
pearing, as a layman, to intrude in professional 
matters. On the other hand, too many boards 
believe they have done a complete job when they 
have provided a good hospital plant as the “doc- 
tors’ workshop.” They should be equally zealous 
to staff their workshop with “workmen” capable 
of utilizing it to an optimum degree. An excel- 
lent medical staff is a more important possession 
than the last word in hospital architecture. 


Discreet questioning of the leaders of a hospital 
staff, concerning the members’ interests and needs 
in “staff education,” is almost certain to elicit ideas 
and suggestions. If, then, it is revealed that the 
board is interested and will back a sensible pro- 
gram, the response should be enthusiastic. The 
board must remain in the background and let the 
professional men handle the details. The active 
help of the administrator is necessary and whether 
layman, nurse, or doctor, that officer can give in- 
valuable aid. 


Role of the Hospital in Clinical Education 


Community hospitals are advised to take a page 
from the book of the Commonwealth Fund, a 
foundation which has sponsored a number of ex- 
cellent hospitals in rural communities. The Com- 


monwealth Fund undertakes to “bring the 
mountain to Mahomet,” through a plan of inviting 
visiting clinicians to come to the hospital for staff 
educational purposes. Dr. William S. Middleton, 
dean of the University of Wisconsin Medical 
School, recently told of a series of visit which he 
personally made to Commonwealth Fund hospitals 
in various parts of the country. Doctor Middleton, 
a skilled clinician, visited the hospitals for as long 
as a week each, conducted clinics, gave a few lec- 
tures, but, mainly, held round-table and bedside 
discussions for the members of the hospital staff, 
about the problems and recent developments in 
his specialty. By the Commonwealth Fund’s plan, 
the visiting clinician is, of course, paid for his 
services. One doubts whether the engagement of 
such services costs any forbidding sum, but even 
if quite expensive, they would be a “good buy” 
for any non-teaching hospital. State universities 
might be induced to lend members of their medi- 
cal faculties for such service and to cooperate in 
other respects. It is in such ways that hospital 
trustees can aid physicians, for the benefit of the 
hospital patient and for the health of the general 
population. 
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Hospital Trustee’s Interest in the Economic 
Welfare of the Physician 


The hospital trustee who wishes his area to 
have the right kind of medical care, will find out 
whether it is possible for enough good physicians 
to make a living, there. We heard a great deal 
about the shortage of physicians even in normal 
times, prior to the present war situation. This 
shortage has been especially acute in rural and 
semi-rural areas, where fees are low and where, 
perhaps, the general affluence of the population is 
below the average for the country. In a few of 
these areas, the shortage of doctors will continue 
unless some sort of subsidy is arranged for their 
support. While doctors, by tradition, are a self- 
sacrificing lot, it is too much to expect them to 
stay in communities which cannot give them rea- 
sonable financial support. The hospital trustee in 
such communities, must interest himself in the 
physician’s financial welfare, and use his influence 
along lines calculated to give financial security to 
the doctor, even if it must come in part through 
tax funds. 


The Rural Situation 


Thus far in our economic history, it has been 
unnecessary to subsidize the doctor from public 
funds, excepting in a limited number of areas. 
The average community still possesses adequate 
resources for the proper support of the medical 
talent which it needs, providing the community’s 
attitude toward the doctor is an understanding 
one, and providing there is a general disposition 
to acknowledge the high value of the services of 
a good doctor. Here, the hospital trustee, because 
he is in a favored position for understanding the 
situation, can wield important influence in seeing 
that the community shows concrete appreciation 
of capable medical service. 


Aiding Members of the Staff in Collection of 
Their Just Fees 


The hospital must be willing to give all reason- 
able assistance to the doctor in his collection of 
medical fees from those hospital patients who can 
afford to pay a physician or whose bills are a 
proper responsibility of some other individual or 
agency. The routine of the hospital should be such 
as to offer maximum aid to the doctor in collecting 
just fees from patients covered by workmen’s 
compensation or other forms of insurance. An in- 
creasing number of our states have enacted hos- 
pital lien laws, which essentially require that the 
hospital bill be the first lien on any liability award 
which the patient obtains. The physician’s fee 
is not included in these lien laws. However, the 
trustees should see to it that the hospital office 
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keeps the attending physician informed about the 
progress of liability suits, especially, notifying 
him when damages have been awarded or a settle- 
ment made. The very fact that the hospital, 
through the lien law procedure, is able to follow 
the progress of the patient’s claims for damages, 
makes it possible to apprize the physician when to 
insist upon payment of his own bill. Some hospi- 
tals mail the physician’s bill along with their own. 


The Physician’s Obligation to the Hospital and 
the Community 


If the hospital trustees, and the institution 
which they control, extend full effort in aiding the 
doctor’s economic situation, they have the right, 
in turn, to expect that he will cheerfully give his 
skilled care without charge, to those patients who 
cannot themselves pay and for whom no other 
individual agency, or governmental unit is re- 
sponsible. No community hospital is worthy of 
its high mission, tnless both it and its staff are 
willing to extend care entirely free, to residents 
of the community who need that care and cannot 
pay for it. In a great many sections of the coun- 
try, it is still a fact that people die for want of 
proper hospital and medical care, because there 
are no facilities or no funds, or both, for providing 
that care. It is the duty of the trustees of the 
community hospital and of the members of the 
medical staff, to safeguard their population against 
any such unhappy situation. 


In other words, the trustees, having assumed 
responsibility for providing care for the needy, 
must discharge that responsibility and may rightly 
expect their doctors to work hand in hand with 
them in the effort. While the hospital and the 
doctor have every right to demand just payment 
from those who are able, it is equally important 
that they see that needed care is received by all 
economic classes. In the opinion of this writer, 
hospitals are more often guilty in this respect than 
are the members of the medical profession. There 
are localities still, where both the doctor and his 
indigent patient know there is no use to think of 
hospital care unless some source other than the 
hospital itself, can provide the money fox it. 


The Hospital Deficit Often an Evidence of 
Good Trusteeship 


It is also true, that there are still too many 
hospitals operated like business enterprises, where 
the administrator is made to feel that the balance 
sheet gives the full measure of his success as a 
manager, without any scrutiny of the amount of 
human misery which the hospital has failed to 
relieve. There are still trustees whose interest, 
at the board meeting, is to listen to the financial 
report. The trustee must realize, early, that a 
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deficit usually indicates that the board has con- 
scientiously met its obligation to the needy sick as 
well as to those who can pay, and that a deficit 
thus incurred is an evidence of good trusteeship, 
rather than of poor management. 


On the other hand, hospitals may become so im- 
bued with the desire to serve, and the adminis- 
trator so anxious to pile up staggering totals of 
free ward and clinic care, as to relax their admis- 
sion policies too far in favor of the patient. From 
long years of work in charitable hospitals, the 
writer has acquired an ingrained distrust of those 
doctors, whom he chooses to call the “medical 
economixers.” He is, nevertheless, quite willing 
to admit that there is need to remind trustees 
and hospitals every now and then, of their re- 
sponsibility to exclude from clinic and from serv- 
ice wards, all persons who, even by considerable 
effort,.would be able to finance their own medical 
care and thus improve the physician’s economic 





situation. If the hospital plays fair in this de- 
tail, it is, on the other hand, fully justified in 
making short shrift of the doctor, and he is not 
unknown, who contends that the patient’s last 
nickel should be spent for his medical care. 


Although the points which have been discussed 
have seemed worthy of emphasis, the writer real- 
izes that few of them will be new to the experi- 
enced trustee. But, in these dark days of war, 
our hospitals are being deprived of many of their 
best doctors. It is surely an appropriate time for 
the trustee to give thought to the doctor’s im- 
portance in the hospital scene and to lay plans 
for aiding him to be even more effective, in the 
future. No hospital can attain a half measure of 
success without a devoted and capable medical 
staff, and no medical staff can give its best service 
to patient and community, unless it enjoys the 
kindly understanding, intelligent cooperation, and 
staunch support of the members of the board of 
trustees. 





Greater Tax Reduction Should be 
Permitted on Contribution 
to Useful Institutions 


“Public hospitals and voluntary hospitals are 
facing a very critical situation, because of the call 
for doctors and nurses, and because of increased 
difficulty in getting medical supplies and supplies 
for normal maintenance. This is a situation now 
confronting us, and one that has given me a great 
deal of anxiety and worry. Here we have a respon- 
sibility of maintaining the public health. The pos- 
sibility of receiving an abnormal load on our hos- 
pitals with curtailed personnel and perhaps a 
shortage of medical supplies, and yet we must 
face it. 


“It is difficult to state, or even prophesy, the 
future of voluntary hospitals. The cost of mainte- 
nance is constantly increasing and the sources of 
revenue are very rapidly decreasing. It has oc- 
curred to me that perhaps here was a chance of 
replenishing the resources of useful institutions 
by allowing a greater percentage evasions to con- 
tributions made to useful institutions. If incomes 
are to be limited, if taxes are to increase for the 
purpose of preventing the “high cost of living,” 
it seems to me that two things which might be 
taken into consideration are, (1) that in levying 
a tax for economic reasons and not solely for rev- 
enue, the Federal Government should consider 
that we have municipalities and states, too, and 
not take it all, (2) as I have stated—to permit a 


July 1942 


o 
> 


greater percentage of deduction with less latitude 
so as to avoid evasion to establish useful institu- 
tions, adequate education, health, art, and the 
like.” 


—The Honorable Fiorella LaGuardia, Mayor 
of New York 
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Method of Classifying Medical Personnel 
Should be Brought Up-to-Date 


“The general hospital today, with its pathologic 
conferences, tumor clinics, discussion of deaths, 
and general encouragement of consultations, is 
rapidly evolving the system of medical practice of 
the future. It constitutes group practice from the 
clinical side, if not in a financial sense. If this 
cooperation is to run smoothly, the division of 
labor must be definite, and the qualifications and 
rules for practice in the various departments must 
be more definite than in times past. It would seem 
important that just as clinical methods of pro- 
cedure are brought up-to-date from time to time, 
so the method of classifying hospital personnel 
should be periodically re-examined. The general 
hospital discharges a moral responsibility as well 
as a legal one when it classifies its medical per- 
sonnel, because hospital rating is frequently used 
as a yardstick.” 


William J. Hicks, M.D. in the New York State 
Journal of Medicine. 


Federal Payments For Hospital Care 


Explaining President Roosevelt’s Proposal of Legally Required Payroll Deductions for Hospitalization 
of Beneficiaries of the Federal Old Age and Survivors’ Insurance System 


[Prepared by the Joint Committee of the American Hospital Association and the American Public Wel- 
fare Association, for the information of members of both associations and as a basis for study and dis- 


cussion of the subject.] 


N THE BUDGET MESSAGE to Congress early in Jan- 
uary 1942, President Roosevelt included the fol- 
lowing statement: 


“T recommend,” said the President, “an in- 
crease in the coverage of old age and sur- 
vivors’ insurance, addition of permanent and 
temporary disability payments and hospital- 
ization payments beyond the present benefit 
programs, and liberalization and expansion 
of unemployment compensation in a uniform 
national system.” (Italics ours.) 


From the context it was clear that the proposal 
to extend social security benefits to include hos- 
pital care was an integral part of a general anti- 
inflation program, and was supplementary to vari- 
ous proposals for new taxation. 


The President’s statement naturally raised many 
questions; especially in the minds of those con- 
cerned with voluntary hospitals and with non- 
profit hospital service plans, (the so-called Blue 
Cross Plans). Hence shortly after the President’s 
message, a small group of hospital administrators 
and Plan executives met in Washington with rep- 
resentatives of the Social Security Board. At that 
time, and subsequently, the chairman of the Board 
made it clear that the Government had no detailed 
plan for implementing the President’s proposal; 
that the Social Security Board does not intend to 
submit to Congress any specific plan; but that the 
Board expects to make certain general recom- 
mendations to the President and Congress so that 
a specific plan for compulsory hospital insurance 
could be developed in conjunction with Congres- 
sional committees after careful consideration and 
hearings with interested public groups, including 
of course the national hospital associations and the 
national organization of hospital service plans. 


While the details of the proposal are as yet not 
defined, consideration of it has proceeded along 
the lines defined by the following questions and 
answers. 
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Q. Who would be included? 


A, The employed persons and their dependents 
who are or who may be brought into the federal 
old age and survivors’ insurance system—some 
80 to 100 million persons. 


Q. What hospital benefits would be provided? 


A. A certain payment covering part of the ex- 
pense of hospital care (for both beneficiary mem- 
bers and their dependents); probably a per-diem 
rate of payment, generally assumed to be $3.00, 
but official statements have left the amount open 
for discussion. 


Q. How would the rate of payment compare 
with the cost of hospital care? 


A, Costs vary in different parts of the country 
and among different hospitals within the same 
community. The payment might be a fixed na- 
tional rate or might possibly be varied. In general, 
the Federal payment would only be intended to 
“provide a minimum protection, leaving the indi- 
viduals the responsibility of buying additional pro- 
tection... .” 


Q. How would the funds be raised? 


A. By a payroll deduction, probably of 1 per 
cent of wages, required by law from all employed 
persons coming within the plan. This assessment 
would probably be paid half by the worker and 
half by the employer. 

Q. To whom would the funds be paid? 

A. Probably to the beneficiary, as a partial cash 
indemnity towards the cost of his hospital care; 
but the Social Security Board has indicated wil- 
lingness to consider payments made direct to hos- 
pitals or to hospital service plans( see below). 
“The chairman of the Social Security Board has 
elucidated the position of the Government in a 
letter to the President of the American Hospital 
Association,' saying, in part: 


1The Modern Hospital, April 1942, v.58:57. 
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“We have recognized from the beginning of 
our studies that hospitalization payments 
through the social insurance system could take 
several different forms . .. Each general ap- 
proach to the problem has advantages and 
disadvantages that are being carefully 
weighed. 


“The board has invited comments and sug- 
gestions from interested groups. As you will 
recall, we have undertaken to consider with 
you and. others the possibility that a bene- 
ficiary under a cash benefit system could have 
the right to assign his benefit to the hospital 
which furnished the service or to a voluntary 
hospitalization insurance system of which he 
may be a subscriber. These and other possi- 
bilities should be explored. 


Much opposition to the Government’s proposals 
has appeared, especially from persons connected 
with the administration of voluntary hospital in- 
surance plans, the future of which they fear would 
be jeopardized. Among specific criticisms have 
been: 


An assessment of a fixed percentage of wages 
is unfair when coupled with a flat uniform rate of 
benefit; a fixed rate of payment to hospitals of 
$3.00 would equal cost in some rural institutions 
but would be far below cost in many hospitals; 
the benefits are inferior to those offered by non- 
profit voluntary plans which the federal proposal 
would probably destroy; these plans are growing 
rapidly and should be given opportunity to show 
what voluntary initiative can do during the next 
few years, on a far larger scale; a federal 
plan will discourage the local interest and initia- 
tive that has built up our American system of vol- 
untary hospitals; the federal proposal is the “foot 
in the door” of federalized medicine. 


The Trustees of the American Hospital Associa- 
tion took official action in February. They adopted 
a resolution’ affirming the importance of the vol- 
untary hospitals of the United States; the value 
of freedom of action under local control; and the 
desirability that “the independence of voluntary 
hospitals and of hospitals under city, county, and 
other local community should not be jeopardized 
by federal legislation.” They urged: 


“That programs seeking to widen the use of 
voluntary hospitals, and their more perfect - 
adaptation to the needs of the country through 
voluntary contributory plans, merit govern- 
ment consideration and support. 


“That a full opportunity should be given 
to the voluntary hospitals of the country, 
through the American Hospital Association, 
to study proposed legislation affecting hos- 





*Hospitals. Mar. ’42. v.16:72. 
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pitals before such legislation is offered to the 
Congress.” 


In furtherance of these resolutions, they ap- 
pointed a committee to explore the proposal and 
to confer if necessary with government officials 
before the Association takes any definitive stand. 


The Hospital Service Plan Commission, repre- 
senting the “Blue Cross” plans approved by the 
American Hospital Association, has recommended,* 
“as a practical, voluntary and evolutionary ap- 
proach to the provision of hospital care for the 
American people,” a program in substance as 
follows: 


1 “The immediate establishment by each 
Blue Cross Plan of low-cost contracts for serv- 
ice in minimum-rate hospital accommodations, 
at family subscription rates not exceeding one 
per cent of the average annual income of the 
employed workers of each area.” 


2 “Cooperation in the development in each 
community of nonprofit plans for medical 
service for hospital cases, sponsored by the 
medical profession . . .” 


3 “... local government payments to hos- 
pitals for service to ‘needy’ persons whose in- 
dividual or combined payments are less than 
the costs of necessary service.” 


4 “... the Federal Government to provide 
financial assistance, through states, to enable 
community hospitals to furnish hospital care 
for Federal and state public assistance bene- 
ficiaries, including the aged, the blind, de- 
pendent children, and those on general relief.” 


5 “. .. Federal grants for improvement and 
expansion of voluntary hospital facilities in 
defense areas and other communities where 
economic conditions and unusual health needs 
require such assistance.” 


6 “The recommendation to Congress, that 
in view of the present rapid growth of volun- 
tary medical and hospital service plans, they 
defer consideration of the inclusion of hos- 
pitalization payments in the Social Security 
Program.” 


The President of the American Hospital Asso- 
ciation in a recent article‘ summarized various 
points of view and offered some comments as fol- 
lows, making clear that this is not an official state- 
ment of the Association: 


“War is creating many problems for hos- 
pitals and will create more. Any measure of 
relief might be considered a war measure. As- 
suming that war will require additional pay- 





’Hospital Service Plan Commission. Am. Hosp. Assn. Blue Cross 
Bulletin, April 1942. Chicago. _ : 

4MacLean, Basil, M.D. Hospitals May Need Federal Aid. The 
Modern Hospital. April 1942. v.58:59-122. 
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roll taxes, would we object to such a tax if it 
were not earmarked for hospital charges? If we 
are opposed to any such payroll tax, no com- 
ment is needed. But if we are opposed to such 
a tax because it is for hospital care, then many 
will naturally ask where our main interests 
and first loyalties lie. Would we, for example, 
protest as vigorously if such a tax were to be 
used to pay cash indemnities towards doctors’ 
bills? . . . It has been well said that govern- 
ment should not undertake what can be done 
by voluntary effort. But, can voluntary hos- 
pital service plans protect 100,000,000 people? 
Many of the most vigorous supporters of Blue 
Cross plans predict only half that enrollment 
within a generation... .” 


“Together the representatives of hospitals 
and of hospital service plans, with perspective 
and without emotion, can and should be able 
to study and deal with any situation that 
arises. Hysteria today is as improper as com- 
placency. This is the time for steady hands, 
cool heads, and clear thinking.” 


Both hospital and welfare administrators have 
a vital interest in the Government’s proposal. Hos- 


pital authorities have been increasingly concerned 
with diminishing hospital income and increased 
operating costs. Welfare administrators have been 
increasingly concerned with the unmet need for 
medical care, especially among the group just 
above the level of relief, the so-called “medically 
needy.” Is compulsory hospital insurance a method 
by which at least some of the unmet needs for 
care may be met and by which hospital revenues 
may be increased? If not, what are the valid argu- 
ments against it? If so, in what form can the plan 
be shaped so as to secure the greatest benefits to 
the people and the hospitals, insure good service, 
and at the same time avoid all unnecessary red- 
tape? Should the plan be administered wholly as 
a federal cash-benefit scheme, like old age insur- 
ance, or should it be of the service type, perhaps 
administered through the states on the grant-in- 
aid principle, along lines proposed at the National 
Health Conference of 1938 and made familiar by 
the present health provisions of the Social Se- 
curity law? Clearly there are broad questions of 
public policy involved, and also numerous tech- 
nical questions, in which all of the groups con- 
cerned with hospital service and public welfare 
are deeply interested. 





Hospital Preparation of Sterile 
Sulfanilamide 


To provide sterile sulfanilamide without too 
great expense to the hospital, has been a problem 
to those concerned. The following method has 
been used at the Massachusetts General Hospital 
for several months and has proved to be very 
nearly perfect. 


1 The sulfanilamide is purchased in bulk in the 
form of a powder. It is usually ordered in five 
pound amounts. 

2 It is dehydrated to prevent its caking when 
sterilized. This, along with purification of the 
drug, is accomplished by: 

Dissolving 
Filtering 


Allowing it to recrystalize under controlled 
conditions 

Spreading it thin in a tray and drying it in 
the hot air oven. The drying temperature is 
60° C, gradually increased to 100° C. The 
process takes from two to three hours. 


3 It is weighed in the pharmacy into 4 gm. and 


1 gm. portions and placed in glass test tubes. _ 


The mouths of the tubes are plugged with 
absorbent cotton. 


4 The tubes are individually wrapped in un- 
bleached muslin covers. 


5 The tubes are then sterilized in the hot air 
oven for three and one half hours at 140° C. 


6 The two sizes of tubes are placed in glass jars 
properly labeled and are dispensed to the 
operating rooms. 


A fairly accurate estimate reveals the saving 
to be approximately $108 per thousand on the 
1 gm. tubes and $320 per thousand on the 4 gm. 
tubes. 





++ 


The Use of Catgut in Hospitals 


John McDonnell, chief of the Statistics Division 
of the Health Supplies Section, advises that he was 
confronted with the problem of estimating the 
number of tubes of all sizes and types of catgut 
needed for civilian use. Accordingly, a telegraph 
sampling of forty typical hospitals widely distrib- 
uted geographically was accomplished. 

These hospitals with an average daily patient 
census of 14,202, used 837,684 tubes of catgut in 
1941, or an average of 60 minus per patient. Based 
upon an average patient census of 473,601 for the 


' year, the hospitals of this country used 28,416,060 


tubes of catgut in 1941. 
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Hospitals and the War 


DONALD C. SMELZER, M.D. 


penses and income is a serious problem that 

faces every hospital trustee and every ad- 
ministrator. It is the biggest problem that hospitals 
have had to face in their history. 


Te effect the war will have on hospital ex- 


The problems of hospitals in the last war, and 
during the depression that followed, were infini- 
tesimal in comparison with the situation that now 
confronts them. We are in a war that cannot be 
compared with the first World War, and although 
hospital trustees and administrators learned many 
lessons then, and during the depression that fol- 
lowed, there are many more lessons that they are 
going to learn now and in the near future. 


The hospitals in this country are, as never be- 
fore, part and parcel of an all-out war. They are 
affected directly and indirectly by the shortage 
and unavailability of many supplies and materials, 
due to the needs of our armed forces, and by the 
fact that many of the sources of supply of basic 
raw materials are in the hands of the enemy. 


Scarcity also means rising prices. Priorities do 
not help much if the goods are not available. In- 
creases in food prices alone are staggering. Fuel, 
rubber goods, drugs, vegetable oils, metal utensils, 
textiles and nearly everything else we need to run 
our hospitals are all advanced in price. Lack of 
water transportation, due to recent enemy U-Boat 
activity, is tying up our own natural resources at 
the source, so that rationing of several commodi- 
ties appears inevitable. 


According to a recent McGill Commodity Index, 
all commodities have advanced 47 per cent since 
September 1939. Individual groups showing enor- 
mous increases are: 

Vegetable oils 

Coarse textiles 

Fine textiles 

Livestock 

Agricultural products 
Due to the conversion of industry to wartime pro- 
duction, civilian production has been curtailed. In 
spite of price control legislation, the unit cost ad- 
vances. So far there has been no correlation be- 
tween price-ceilings, increasing wage-rates, and 
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transportation costs. The recent proposal of the 
Treasury Department regarding taxation will also 
have to be figured into production costs. Experts 
predict another minimum of 10 to 15 per cent 
average increase in commodity prices for the re- 
mainder of 1942. 


Many hospital administrators felt that it was 
wise to “stock-up” several months ago. This was 
probably a smart move then, but from now on it 
would be considered “hoarding.” 


Availability of Material 


Hospital supply houses are now fairly well in- 
formed as to the availability of material, and have 
analyzed the situation about as follows: Some hos- 
pital items will continue to be available in ample 
quantities to meet requirements for some time, for 
example, cat-gut, sutures, hypo and surgical nee- 
dles and knife blades; other materials are still 
available but will be sold in limited quantities, 
for example, rubber gloves, rubber goods, adhesive 
plaster, textiles, surgical dressings, alcohol, safety 
pins, laboratory chemicals and optical instruments; 
still other materials are simply not available, for 
example, certain drugs and chemicals, various 
metal utensils, and, of course, fabricated articles 
of foreign manufacture. 


As one surgical supply house aptly states in its 
news letter: —“... There is no use loading up now 
—if it’s short you can’t get it—if it’s plentiful you 
don’t need it.” 


Wages 


So much for supplies and materials. How about 
wages? Hospitals have been forced to raise salaries 
and wages in all departments. Industry is paying 
much higher wages for similar work, and hospital 
personnel are being attracted away by these fancy 
salaries. It is absolutely impossible for hospitals 
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to try and compete with: this. As a result hospitals 
are forced to take on older people, and inexperi- 
enced help—only to lose them in many instances 
to industry. Hospital payrolls have advanced at 
least 10 per cent over a year ago, and the end is 
not in sight. 


Nearly all hospitals, and especially those situ- 
ated along the Atlantic and Pacific seaboards, and 
in target areas in the interior have had to spend 
' varying sums of money for “blackout” prepara- 
tions and for additional equipment and supplies 
to meet emergencies that will result from enemy 
attack by bombs or shells, or as the result of sabo- 
tage. Some hospitals have spent $10,000 or more for 
“blackout” preparations, and increased fire protec- 
tion apparatus, alone. Hospitals serving defense 
work areas have had to increase their facilities to 
meet the needs of the sudden influx of defense 
workers and their families. 


Civilian Casualties Due to Enemy Action 


So far, hospitals have not been called upon to 
render service to civilian casualties due to enemy 
action, except in one incident on the Pacific Coast. 
When and if the time comes that we experience 
what hundreds of British cities have had to endure, 
the increased load of caring for civilian casualties 
will be enormous. It is true that hospitals will have 
some volunteer help, and that some equipment and 
supplies will be provided, but the cost to the hos- 
pitals will be tremendous, just the same. 


All of the aforementioned, and many other prob- 
lems, calling for increased expenditure are causing 
hospital trustees and administrators plenty of 
headaches. 


The Problem of Increasing Income and 
Reducing Expense 


Let us now look at the other side of the picture, 
and discuss in brief what is being done or what is 
being planned to counterbalance these expendi- 
tures. How can a hospital income be increased? 
How can expenses be reduced? How can the loss 
of professional and: other personnel be met? 


First, hospital rates can be increased. Probably 
every hospital has already considered doing this 
and some have done it. How much can rates be 
increased? Hospitals have never been able to pass 
on the total cost of hospitalization to all their 
consumers. Can it be done now? Frankly, the an- 
swer is still, NO. But hospitals can and must raise 
their rates within reason. I would venture a sug- 
gestion that a 10 to 15 per cent increase would be 
accepted by the patients and medical staff without 
serious complaint. In our hospital, and in several 
others that I know of, rates have been raised in all 
categories, including the established ward rate, 
without any criticism from patients or staff. This 
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rate-raise, together with a substantial increase in 
occupancy in all types of accommodations, means 
a considerable increase in revenue. 


Again, a more critical review of the free and 
part-pay patient by the credit department will, 
without being “hard-boiled,” increase the revenue 
from these sources. Remember unemployment is 
decreasing, and money is much freer. Even the 
casual and itinerant laborer is now employed. For 
example, we were able to increase our income 
from part-pay patients last month from an average 
of 88 cents to $1.69 per day. 


Revaluing Existing Space 


In many hospitals existing space may be re- 
valued, and thus more beds may be added. A sola- 
rium is a nice asset to a hospital, and could now be 
used to great advantage by converting it into 
semi-private accommodations, rather than plan- 
ning to build an addition to the institution. Re- 
member the depression years, and the lesson — 
learned by many hospitals when they discovered 
that the buildings they built in the “boom” which 
preceded the depression, were barely occupied. 
The conservation of capital at the present time 
may be the salvation of many hospitals in the 
future. Group hospitalization for low wage earn- 
ers for service in the wards will undoubtedly 
increase hospital income. 


For hospitals with endowments, not much hope 
can be expected from increased or even sustained 
income from invested funds. It may be necessary 
to spend some of the principal of unrestricted en- 
dowments in order to maintain credit, and meet 
payrolls. 


We have been assured by the Federal Govern- 
ment that hospitals will be paid for service ren- 
dered to civilians injured as the result of enemy 
attack, or by sabotage. Details regarding this are 
available in current hospital journals. 


We are hoping that eventually the hospitals will 
be reimbursed—at least in part—for what they 
spent for “blackout” preparations, and even for 
some of the supplies and equipment purchased to 
meet enemy action emergencies. Let me urge that 
every hospital administrator keep an accurate rec- 
ord of all expenditures for this purpose. Local, 
state, and national associations are doing their 
utmost in the interest of hospitals, and, when some 
of the excitement has died down, we hope to be 
“cut in” on the appropriations that may be made 
to the Office of Civilian Defense. 


The Indigent Patient 


In spite of increased employment we will always 
have the indigent patient to take care of in the 
wards of our hospitals. There always has been, and 
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always will be, those unfortunate persons and 
their families who must depend on charity. In the 
State of Pennsylvania the amounts received by 
hospitals as “State-aid” have been, with few ex- 
ceptions, far under the cost of taking care of this 
group. The time has arrived for hospitals to take 
concerted action, and demand from the State ad- 
equate payment for service rendered to indigent 
citizens of our Commonwealth. 


Automobile Accident Cases 


Hospitals are still “holding the bag” for the serv- 
ice they render to automobile accident cases. We 
should increase our endeavor to obtain a satis- 
factory Lien Law in Pennsylvania, which has 
proven such a boon to hospitals in surrounding 
states. 


Depletion of Medical and Nursing Staffs 


Many of our hospitals have suffered by the de- 
pletion of their medical and nursing staffs. Whole 
medical units have gone to serve the Army and the 
Navy. The intern and resident staffs have been or 
will be left with many vacancies. Our armed forces 
still need thousands of doctors and nurses. What 
can the hospitals do to obtain the necessary med- 
ical, resident and nursing staffs to carry on? About 
all we can say is, “to do the best they can.” Older 
doctors who have passed the accepted hospital 
retiring age, and who are physically able, will 
have to return. In many instances, only essential 
services can be maintained. Daily out-patient 
clinics must be reduced to once or twice a week. 
The ambulance must go out without a doctor on it. 
Those doctors who remain will have to carry a 
larger load. On account of the accelerated program 
of the medical schools, one cannot expect much 
help from medical students. 


The nursing situation is more difficult to solve. 
We will have to employ more nurses’ aides—if we 
can get them. We will have to depend on volun- 
teers—young and old—to help us as much as pos- 
sible. Now is the time for the development of our 
public relations program. Hospitals need, as they 
have never needed before, the good will and sup- 
port of the public. Hospital trustees have this great 
opportunity to appeal to the community for sup- 
port. Never before have the hospitals had such a 
chance to show the public how important they are 
to the very life of the community. They must be 
prepared to meet the greatest test in their history. 
It is the duty of every citizen to help the hospital 
in his vicinity, and it is up to the hospital to im- 
press the civilian of this vital need. Volunteers are 
useless, unless properly organized, and the time 
to organize is NOW. 


Effecting Economies in Operation 


I have left the most important part of these re- 
marks until the last, namely, that it is the duty of 
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every hospital trustee and administrator to make 
a careful survey of his institution and determine 
what economies can be put into effect. We must 
curtail the use of many drugs, supplies, and ma- 
terials and resort to substitutes, and changes in 
technique. We must salvage every bit of paper, 
rubber, textile, drum, bottle and container, and 
convert them into cash. Old x-ray films, stored 
away for years, should be carefully checked and 
only absolutely necessary ones retained. Develop- 
ing solutions contain silver which can be re- 
claimed. Search your attics and cellars, and you 
will be amazed at what you will find. Old iron 
beds, articles containing copper and brass, dis- 
carded electrical fixtures and lots of other salable 
things. Check the issuance of supplies. Is sugar, 
tea, and coffee carelessly kept on floors where the 
help can easily pilfer without detection? 


The Hospital’s War on Waste 


Hospital service must go on, and we should do 
everything we can to keep up the quality of the 
service. We must not lower standards. Thus we 
will have to adopt the principle that we will use 
every effort to provide what we need, and not be 
upset if we don’t get what we want. We must give 
a new and true meaning to the word luxury. 
During the past twenty-five years we have experi- 
enced the greatest advancement in medical science 
and research, industrial research, and inventive 
genius that the world has ever known. Material, 
supplies, drugs, biologicals, electrical and mechan- 
ical equipment and apparatus for the treatment of 
disease and the care of the injured have com- 
pletely revolutionized hospital and medical care. 
We have become accustomed to the ease with 
which many of these items could be obtained, and 
many of us have taken much for granted. Many 
of us were not familiar with hospitals and their 
problems twenty-five years ago, and do not com- 
prehend the comparisons. However, we are back 
to where we were, even before the last World War, 
and we must face the issue. Ours must be a war on 
waste, extravagance, and luxury. Hospitals, like 
many people, will have to change their way of 
living, and the sooner we wake up to this realiza- 
tion the better off we will be. 


The medical profession, nurses, dietitians, main- 
tenance personnel, in fact, all personnel, must 
work together and have a mutual understanding 
of each others problems. With this spirit of cooper- 
ation, and with our American aptitude for over- 
coming obstacles and adversity, for getting things 
done, the hospitals can carry on—doing their part 
in this “all-out war.” They will emerge from their 
efforts prouder and wiser than ever, and in readi- 
ness to meet perhaps even a greater struggle—the 
reconstruction period—after this war is over. 
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The New Unit of Mary Fletcher Hospital 


N National Hospital Day, the Mary 
(> Fletcher Hospital, Burlington, Vermont, 
opened its new five-story wing. Designed 
by McKin, Mead, and White of New York, the 
new wing was completed at a cost of $235,000. 


Charles F. Neergaard was the planning consultant. 


The Mary Fletcher Hospital, founded in 1876 by 
Miss Mary Fletcher, was the first general private 
institution for hospital care in Vermont. Due to 
present priorities on materials and labor, it may 
also have the distinction of being the last general 
voluntary hospital built in northern New England 
for the duration of the war. The hospital had 
grown to a 150 bed hospital in 1940, but with the 
occupancy rate running as high as 116 per cent 
the institution was forced to expand and in 1941 
began construction of a new five-story wing which 
was not finished until May 10, 1942. 


Its facilities for sixty bed patients and thirty- 
seven bassinets bring the Mary Fletcher Hospital 
rating to 230 beds. The building is of fireproof 
construction, built of brick with limestone trim 
to match the other buildings, and has four floors 
and a penthouse fifth floor. It provides a much 
needed ambulance entrance into the diagnostic 
floor and elevator, and through another door into 
the autopsy and crypt rooms. Corridors have rub- 
ber parquet floors, acoustical ceilings and, with the 
rooms, have terrazzo wainscoting and beveled base 
boards. 


A pleasing wall color scheme in several pastel 
shades is carried out in the rooms which are 
furnished with modern mahogany and maple 
furniture. Window draperies and bedspreads in 
attractive colors to match the over-stuffed chairs 
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were made by the women’s auxiliary of the hos- 
pital who are responsible also for the attractive 
furnishings in the solaria. Stairways throughout 
are metal with terrazzo surfacing and the con- 
necting corridors have tile walls. Metal disposal 
chutes for linen and refuse are built in to reach all 
floors. Door frames are of metal and the bed-wide 
doors are heavy oak with brass arm-grip handles. 
A self-leveling automatic elevator reaches all 
floors and opposite each elevator entrance is a 
nurse’s station, with metal chart desk, instrument 
case, linen closet, lavatory and bath. 


The first floor of the new building is set aside 
largely for radiology and diagnostic work. The 
second floor is given over to surgical cases, accom- 
modating twenty-three men and women. The third 
and fourth floors are for maternity patients, pri- 
vate and semi-private, and one eight-bed ward. 
The fifth floor has delivery and auxiliary rooms. 





The Intern Problem 


J. H. J. UPHAM, M.D. 


their arrangements for securing interns for 

this year although perhaps some are short 
in the number they would like to have. The three 
medical colleges of Ohio graduate approximately 
180 students a year, which is not enough to supply 
all Ohio hospitals and many graduates have been 
coming to this state from colleges all over the 
country. 


ages ALL HOSPITALS have doubtless made 


In this unsettled time, Dean Dorst writes me, 
students seem considerably perturbed about the 
future and there is a marked disinclination toward 
leaving their home states. Some may, therefore, 
have been slow in making application and there 
may be still some available and acceptable gradu- 
ates this year. Dr. Fred Zapffe, secretary of the 
Association of American Medical Colleges, has en- 
deavored to maintain a clearing house for interns, 
and may be of assistance to hospitals short in their 
quota for this year even at this late date. 


Second Year Interns 


In the matter of second year interns, assistant 
residents and residents, as a group they are defi- 
nitely out of the picture if acceptable for military 
service. In exceptional cases, if a hospital can es- 
tablish the essential character of an individual to 
the maintenance of service, it may, theoretically, 
through the Medical Procurement and Assignment 
Bureau retain such a resident. Practically, how- 
ever, there is little hope of this for this year. 
Teaching hospitals connected with medical col- 
leges, in which residents often are active in aiding 
in the teaching program, may be more successful, 
but it will be difficult even for such hospitals in 
the immediate future. 


Continuing a Resident and Assistant-Resident 
Education 


The council on Medical Education and Hospitals, 
however, is very anxious to maintain the place of 
assistant-residents and residents in the intern 
training program, and urges the continuance of 
those positions in the staff set-up, even if the posi- 
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tions are temporarily vacant. In this connection 
there are two possibilities it would be well to 
have in mind. In every graduating class there will 
be a certain number with physical disabilities 
which render them unacceptable according to mili- 
tary standards, but who are quite capable of giv- 
ing excellent hospital service. Following this 
thought, it might be advisable in your application 
blanks next year to include a question as to 
whether such disability exists, if so the character 
and extent, and whether if otherwise acceptable, 
the applicant would be available for resident 
service. 


Appointing Women Graduates 


The second possibility is in appointing women 
graduates. The main difficulty for the majority of 
hospitals in accepting women in a mixed staff, is 
the lodging problem. It is a possibility, however, 
to be mentioned, and its success would depend on 
the physical arrangements of the hospital, the tact, 
temperament and cooperation of all concerned. 


Next year the problem for hospitals and interns 
really becomes acute, and will probably continue 
for the duration of the war. I have endeavored to 
secure information as to any suggested general 
program, but have failed to obtain any satisfac- 
tion. I have written to the Council on Medical 
Education and Hospitals, the Medical Procurement 
and Assignment Bureau, the American Hospital 
Association, and the Catholic Hospital Association, 
the Association of American Medical Colleges 
and several Deans of Medical Schools. All admit a 
general state of confusion concluding with the 
thought that each hospital will have to work out 
the problem individually. 


No Shortening of the Year’s Intern Service 


The reason there is a problem is this: Military 
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regulations and many state laws require a year’s 
internship, and there is no thought of shortening 
that period. The interns entering service July 1, 
1942, will serve until June 30, 1943; owing to the 
accelerated medical teaching program, however, 
many colleges will graduate a class in March 1943, 
and one every nine months thereafter. 


This means a class available for intern service 
approximately April 1, 1943, to serve until March 
31, 1944; the next class available January 1, 1944, 
to December 31, 1944. The next, September 1, 1944 
to August 31, 1945, and so on. Thus, every year 
there will be a three months overlapping period of 
service, which in some instances may cause a 
doubling up of the staff. In normal times this 
would be a more serious matter, but in the pre- 
vailing shortage of interns, and in the certain cur- 
tailing of assistant-residents and residents, it may 
not turn out to be practically as serious as it 
sounds at first. 


There is one suggestion I would make for your 
consideration, and that is, to aid in continuing of 
the resident program, which is very important, 
and also to help in training the new interns com- 
ing in, to scan carefully the work of your interns, 
and at the end of the nine months period appoint 
such as may be worthy, to the title of acting- 
residents. 


I believe this will stimulate the morale of the 


interns, and materially help in maintaining a bet- 
ter plane of service. 


Service, Supervision and Cooperation of the 
Attending Staff 


There is one more point which you hospital 
heads will have to realize and take up with the 
members of your attending staff. This more or less 
state of confusion in the intern service will call 
for more service, more supervision, and more pa- 
tience and cooperation from the attending staff if 
you hope to maintain the proper quality of hos- 
pital service. 


I have nothing further to add, except to extend 
my sympathy in that instead of having the intern 
problem to bother with once every twelve months 
you will have it every nine months, with the com- 
plicating overlapping period. You will be wise to 
be making your plans and contacting prospective 
graduates of next April promptly. 


For your information, I may add in closing, that 
it was my custom as Dean at Ohio State Univer- 
sity, to send out yearly a questionnaire to our 
graduates wherever they were interning, asking 
for a report on their service, its quality, whether 
satisfactory or not, the attitude of the attending 
staff and so on. These reports were open to the 
next class, and were very helpful. Your success or 
failure to secure interns reflects very definitely on 
the quality of service you actually give them. 
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The War Convention of the American Hospital Association 


The 1942 Convention of the American Hospital Association, to be held October 
12 to 16 in St. Louis, Missouri, will be a War Convention. Under the present plans 
of the transportation department, there will be no interference with the travel trans- 
portation of those who desire to attend the convention other than that which is at 
present experienced. 


This convention will be the most important convention of the Association within 
the last twenty years when the War Conventions of the Association were held in 
West Baden and Atlantic City. The Atlantic City Convention of that period was 
one of the most valuable and one of the best attended of any previous convention. 


The important problems in which hospitals are intimately concerned at this time 
will attract every hospital executive who can attend the St. Louis Convention. 


It is interesting to note that out of the survey of 183 national associations meet- 
ing since the first of the year the registration for the same conventions has increased 
seventeen per cent over 1941. 
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Tuberculosis in War and Post-War Periods 


EMIL FRANKEL 


viewed in a long time perspective, yields a. 


ic TUBERCULOSIS situation in New Jersey when 


most encouraging picture. Tuberculosis deaths 
ranked third in the total number of deaths in New 
Jersey in 1916; they dropped to sixth place in the 
total number of deaths in 1940. 


Measured by the tuberculosis mortality rate 
which is one of the most reliable statistical indexes 
we have, it will be found that between 1916 and 
1940—a twenty-five year span—the tuberculosis 
death rate in New Jersey decreased by more than 
70 per cent. It decreased from a rate of 148 deaths 
per 100,000 general population in 1916 to 44 deaths 
per 100,000 general population in 1940. 


This encouraging decline in the incidence of tu- 
berculosis in New Jersey is shared by the various 
population groups including the Negroes, among 
whom the prevalence of tuberculosis has been in- 
ordinately high. 


Tuberculosis Situation in New Jersey During 
Last World War 


The New Jersey tuberculosis mortality figures 
which cover the First World War and the post- 
war years indicate a slight but temporary in- 
crease during the World War; followed, however, 
by a more rapid decline in the mortality rates in 
the years following the end of the First World 
War than in the years preceding. 


The tuberculosis death rate rose from 148 per 
100,000 general population in 1916 to 154 in 1917 
and to 157 in 1918. In 1919, the tuberculosis death 
rate registered a sharp drop to 124 and to 113 in 
1920. From then the decline has been gradual and 
measured. 





TUBERCULOSIS DEATH RATE PER 100,000 GENERAL 
POPULATION 
Changes in period 
Sex and color 1916 1940 1916 to 1940 
44 Decline 70 per cent 
57 Decline 68 per cent 
31 Decline 74 per cent 
35 Decline 75 per cent 
190 Decline 40 per cent 
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Tuberculosis Among Present Draftees 


The results of the comprehensive tuberculosis 
examinations that have been made of present 
draftees in New Jersey have shown that the in- 
cidence of clinically significant tuberculosis was 
surprisingly low. Of 7972 army recruits first 
x-rayed, 0.7 per cent were disqualified because of 
tuberculosis lesions, and of 39,044 army recruits 
x-rayed subsequently 0.59 per cent were disquali- 
fied because of tuberculosis lesions. 


Tuberculosis is far less often a cause of rejection 
today than it was in 1917 and 1918. This is note- 
worthy since 


“current facilities for diagnosis are not only 
vastly superior, but are being used more in- 
tensively. Figures on tuberculosis among se- 
lective service examinees at present cover, in 
many areas, anything from inactive tubercu- 
losis infection which might, under physical 
stress, become reactivated, and early symp- 
tomless tuberculosis to advanced tuberculosis. 
During the World War, on the other hand, the 
great majority of the cases disclosed by the 
methods of examination then used must have 
been relatively advanced, and usually active 
cases.” 


General Health Situation Among 
Army Recruits 


The announced results of the physical and mental 
examinations of millions of our young men to be 
chosen for military service when compared with 
similar results obtained in the First World War 
have given rise to conflicting opinions. A large seg- 
ment of the American people has been profoundly 
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shocked and startled by the large rejection rate 
among young men for active military service “in 
perhaps the richest country in the world with re- 
spect to resources, man power, and scientific ca- 
pacity.” 

It is pointed out however, that the figures on 
rejections during the First World War and today 
are for the most part not comparable. 


“In 1917 and 1918 both the methods of selec- 
tion and the organization of the draft were 
essentially emergency procedures, developed 
after we were already at war and committed 
to raising, arming, and transporting a huge 
army in the shortest possible time. This situa- 
tion tended to discourage too rigid standards 
of selection.” 


This is contrasted with the situation today. 


“Administration of the present Selective Act 
was begun in peace time, and only the best 
and healthiest of America’s young men are be- 
ing selected for service.” 


In view of these facts it is felt that the American 
people have been unnecessarily disturbed and that 
the charge made that nearly half of our young 
men are physically unfit is entirely unfounded. 


“By any reasonable standard, the rank and file 
of America’s young men will be found to 
measure up to the hard tasks that lie ahead of 
them. When properly conditioned, they will be 
found superior in stamina and endurance to 
the forces of our enemies.” 


In his rather direct military fashion General 
Lewis B. Hershey has summed up for us the dis- 
cussion concerning the health situation of our 
draftees: 


“Whether we are worse off physically than we 
were in 1917 and 1918 is undoubtedly contro- 
versial. That our physical standards are high- 
er now, let us admit. The fact remains that 
while we may be no worse now than twenty- 
four years ago, we seem certainly to be no 
better.” 


Tuberculosis Situation in Wartime 


During the First World War none of the bellig- 
erent countries escaped an increase in tubercu- 
losis, and practically all of the neutral countries 
of Europe suffered either an increase in tubercu- 
losis or a slowing up of the pre-war rate of decline. 


The increase of tuberculosis in Europe in war- 
time has been ascribed to breakdown of resistance 
to the disease due to malnutrition, lengthening of 
working hours, and the employment in war indus- 
tries of larger numbers of people, especially young 
women, unused to arduous factory work, over- 
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crowding and increase in contacts between those 
with active tuberculosis and healthy individuals. 


Figures available at this moment are too frag- 
mentary to adequately reflect the influence of the 
war conditions upon the tuberculosis situation. 
According to official public health reports from 
Great Britain a small rise has been noted in the 
incidence of tuberculosis attributable “to a com- 
bination of long working hours, overtime, strain 
and ill-spent leisure.” 


The increase in Great Britain has been noted 
chiefly among the males between 15 and 45 years 
of age, and among the females between 15 and 35 
years of age. Concerning these figures the official 


‘comment is that 


“these are the working ages and the ages when 
tuberculosis most often declares itself. There 
are probably one or two reasons for this in- 
crease, but the main reason is to be found in 
the entry of large numbers of young people 
into employment; the probability is that an 
infection that would have been resisted in 
normal times gains the upper hand.” 


Here is another observation of two American 
public health experts, Dr. John L. Rice and Sam- 
uel Frant: 


“In England, so far, there has been no sub- 
stantial amount of epidemic disease in spite 
of mass evacuation of children, bombing of 
cities, disruption of sewage systems, pollution 
of water, shortage of housing facilities, life in 
poorly provided shelters, privations, and ra- 
tioning of essential foods.” 


Tuberculosis Influences in Present War 
Situation 


What are the known factors in the present war 
situation which might have deleterious influences 
upon the health of the people, which in turn might 
expose them to the dangers of tuberculosis infec- 
tion? 

Increased Industrial Production 


Industry is speeding up production as never be- 
fore and demands the utmost of bodily vigor from 
each individual worker. Increased working hours 
and undue pressure for expanded production may 
cause bodily strains, tensions and fatigue which 
would influence adversely the health of the indi- 
vidual worker and his general resistance to tuber- 
culosis infection. 


Women in Industry 


War industries in New Jersey are now employ- 
ing thousands of women workers. They expect to 
call for more and more women to replace men en- 
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tering the armed forces. These women will be used 
in bench, machine, tool, and assembly operations, 
in welding, and other heavy work heretofore re- 
stricted to male workers. In some sections of the 
country, women are already helping to make 
tanks, locomotives, and other heavy equipment. 


Almost all of these employed women are young. 
They fall into the age bracket when resistance to 
tuberculosis is believed to be lowest, when the 
appearance of physical vigor creates an impression 
of greater strength and endurance than is really 
the case. 


Migration and Overcrowding 


Since the defense program began, health workers 
have shown concern over the dislocations of fami- 
ly and community living caused by the migration 
of industrial workers and their families to areas 
unprepared to accommodate an inordinate influx 
of people. The lack of adequate sanitary facilities 
and crowded living quarters make it difficult to ob- 
serve the normal standards of health and the de- 
sirable amenities of life. 


Malnutrition 


Warnings of the danger of widespread malnu- 
trition seem unnecessarily alarming in the United 
States with its large stocks of surplus foods. Wide- 
spread malnutrition does not seem possible, unless 
military necessities require the withdrawal of such 
enormous food stocks from the civilian population 
as to lower materially the standard of living 
among the people, or unless inflationary tenden- 
cies raise the cost of living so that less of the 
essential foodstuffs become available for general 
consumption. 


Health workers may have to watch the nutrition 
situation among the industrial workers in high- 
speed war production plants who have been ad- 
vised to cut down the time spent on meal periods 
or dispense with regular meal periods altogether. 


Influenza Pandemic 


The unpredictable factor in the present situation 
is the possibility of a recurrence of the influenza 
pandemic which took such a toll of human life 
during and after the First World War. It has been 
pointed out in this connection that, “in spite of 
the vast amount of research which has been done 
on the etiology and transmission of the disease, 
there is little or no real information concerning 
the factors responsible for the mode of spread and 
the high mortality of the disease in 1918.” 


Present Safeguards Against 
Tuberculosis 
Unless completely untoward events occur quite 
beyond our control the vast health machinery built 
up during the past quarter century should be ade- 
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quate to control the tuberculosis situation in the 
difficult days ahead. 


Case Finding 


Case finding has been the cornerstone of the 
tuberculosis control program. Efforts to find the 
sources of infection and the control of active cases 
must not be relaxed. The wholesale examination 
of school children and of school personnel, of high 
school and college students, of industrial workers, 
and of the aged has come to be recognized as a 
practicable and justifiable control measure. 


Negro Tuberculosis Program 


The State Department of Health has taken an 
advanced step by engaging a Negro consultant 
who is attempting to bring all the Negro physi- 
cians in the various counties together and to 
stimulate them to initiate tuberculosis control 
programs. They in turn can make the Negro popu- 
lation share the responsibility for reducing the 
high death rate in this race. A most hopeful sign 
is the availability of more sanatoria beds for 
Negroes and better diagnostic and training facili- 
ties afforded by clinics and sanatoria. 


Tuberculosis Sanatorium Facilities 


The importance of sanatorium care in the total 
tuberculosis program has been continuously rec- 
ognized in New Jersey and the sanatorium facili- 
ties available at present will allow for the quick 
hospitalization of patients definitely in need of 
sanatorium care. 


Extension of Tuberculosis Control 
Measures 
Extension of certain tuberculosis control meas- 
ures are indicated at the presnt time. Among these 
might be mentioned: 


Industrial Hygiene 


If industrial workers are to be adequately pro- 
tected, medical examination in advance of employ- 
ment might become a more frequent part of the 
employment process in civilian as well as in war 
industry. In this way, sources of infection are 
screened out along with persons whose physical 
health might be endangered by the conditions 
prevailing in the particular industry. The indus- 
trial medical examination can be used also to 
direct attention to opportunities for medical care 
for persons whose disabilities are first discovered 
in the course of such examinations. 


In this connection the advice of the industrial 
relations section of the Department of Economics 
and Social Institutions of Princeton should be 
heeded. It says that peak efficiency of the indi- 
vidual employee engaged in prolonged war pro- 
duction can be best maintained by a forty-eight 
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hour work week and that a lower fatigue point 
for women than for men is indicated. 


Supporting Families ef Tuberculosis Patients 


One of the greatest needs yet to be fully met is 
the need for some socially acceptable method of 
providing adequately for the support of the fami- 
lies of persons suffering from tuberculosis. At 
present, public assistance is available, through the 
State Board of Children’s Guardians, to mothers 
of young children when their husbands are in- 
capacitated by tuberculosis. Local public assist- 
ance agencies can provide relief when the mother 
is the victim or when the conditions of elegibility 
for the assistance program of the State Board of 
Children’s Guardians are not fully met. These 
assistance programs prevent unnecessary suffer- 
ing, but the traditional distaste of the self-respect- 
ing for public assistance makes this method of 
support unacceptable in many instances; the 
grants are often only partially adequate for family 
needs, and in many localities grudgingly granted. 


Apparently the social security program is to be 
extended to cover this type of protection for ac- 
cording to a recent announcement, the Federal 
Social Security Board 


“believes that measures to assure adequate 
medical care to all persons who need it and to 
enable workers and their families to meet the 
costs of medical care are of basic importance 
to social and national security and that a be- 
ginning should be made in this field.” 


Health and Physical Education 


Health and physical education must continue to 
play an important part in the school program to 
develop understanding of the importance of pre- 
serving health and maintaining physical fitness. 
Such education must be continuous, however. It 


is not a function confined to school age children. 
Recent developments in adult education, and the 
educational activities of trade unions offer a valu- 
able channel for the dissemination of information 
on health matters. 


Tuberculosis Control Among 
Armed Forces 


A tuberculosis control measure greatly to be 
welcomed is the one announced by Dr. James C. 
Magee, Surgeon General of the United States 
Army: 


“The question of pulmonary tuberculosis 
among military personnel in the current mili- 
tary program is receiving far greater atten- 
tion than ever before and the health of the 
soldier in this respect is being thoroughly 
safeguarded. In addition to the policy of in- 
cluding chest x-rays in the examination of all 
individuals entering the army, the War De- 
partment has provided for the inclusion of 
chest x-rays in the physical examination of 
all men being discharged from the military 
service. This includes Reserve and National 
Guard officers as well as all enlisted men.” 


Summary 


As we survey the situation here in New Jersey 
at the present time, we may note with satisfaction, 
that on the whole, known dangers to the spread 
of tuberculosis infections are held in check. It be- 
hooves us, nevertheless, to be vigilant and on 
guard so that all those known factors likely to 
affect the tuberculosis situation such as malnu- 
trition, overcrowding and dangers of infection, 
unnecessary migration, excessive overwork and 
resultant fatigue do not occur; and our entire 
public health machinery is ever geared to render 
instant, effective, and sustained services. 





Tubercle Bacilli in the Hospital Room 


Cultures were made from swabbings of bedside 
tables, lamps, bed frames and other articles in 
rooms occupied by patients at Barlow Sanatorium, 
also from room dust and sweepings and from 
cotton filters through which room air had been 
sucked. Uniformly negative results led to specu- 
lation as to the effect of daytime roomlight on 
living tubercle bacilli. 

Review of the literature seems to sustain the 
statement of Park and Williams that: 

“Tubercle bacilli in sputum when exposed 
to direct sunlight are killed in from a few 
minutes to several hours according to the 


42 


thickness of the layer and the season of the 
year. They are usually destroyed by diffuse 
daylight in from five to ten days. Dried 
sputum in rooms protected from abundant 
light has occasionally been found to contain 
virulent tubercle bacilli for as long as ten 
months.” 

Unfiltered daytime roomlight probably plays a 
very important role in preventing cross-infection 
and in protecting the employees of tuberculosis 
sanatoria. 

—C. Richard Smith, M. D., American Review 

of Tuberculosis 
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The Need of a Voluntary Hospital in Harlem 


GEORGE W. HARRIS 


400,000 persons, 80 per cent of whom are 

colored. It is the most poverty-ridden dis- 
trict of New York City. Bad housing and unsani- 
tary conditions are widespread. Malnutrition and 
inadequate recreational facilities are the rule. The 
majority of its inhabitants do not have money 
with which to pay for medical care. Workers, who 
for medical reasons may need rest, cannot afford 
to stop work for even short periods of time, be- 
cause it means a cessation of income. In almost all 
instances such small sums are needed for exist- 
ence. Continuance of work when ill, and over- 
work by those who have jobs, is common. To the 
epidemiologist, all of this means that this offers 
the greatest opportunity for the spread of disease 
to any section of the city. The same is true in the 
case of other diseases and morbidity and mortal- 
ity are unwarrantably high. Specifically, the infant 
mortality, tuberculosis and venereal diseases are 
the highest in the City. Facilities for the diagnosis 
and treatment for cancer are lacking. 


ARLEM has a mixed population. It has about 


The facilities for the care of the sick in this com- 
munity are: one badly over-crowded municipal 
hospital of 700 beds, about large enough to ade- 
quately care for a population of 150,000 people; 
two smaller, voluntary hospitals — Hospital for 
Joint Diseases and Sydenham Hospital—care for 
some of these persons in their charity wards. Two 
hundred Negro doctors are located in this area. 
A small sanitarium called the Edgecombe Sanita- 
rium is operated by the colored physicians against 
overwhelming odds. It is the only place where a 
colored physician can take care of a private patient 
with any degree of self-respect. Colored physicians 
have long been conscious that there is a shortage 
of health facilities to meet the need. Just so long 
as this neglect of Harlem continues, just so long 
and in direct proportion to it, will the Negro citi- 
zen, through no fault of his own, continue to be a 
burden and not an asset to the City. 


Statement of the Problem 


Briefly the problem is to bring adequate hospital 
care to this large segment of the City’s population. 
This can be done if the proper evaluation is placed 
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on the social and racial implications that are in- 
volved. The primary and basic responsibility rests 
on the shoulders of the colored physician. The 
direction and control must emanate from him, and 
must not be imposed from without, if the effort is 
to be really successful in the long run. This has 
been proved by all groups or agencies that have 
had to do with racial and social problems. The 
Negro physician is eager to do his part, but what 
he needs is the assistance of big-minded and big- 
hearted men—especially at first until the project is 
well under way. 


A voluntary hospital for the people of Harlem 
is the best way to meet the problem. It should be 
a practical demonstration of democracy at its best. 
No bar as to patients or to its staff should exist 
because of race or color. Such a design would 
necessitate an inter-racial board of trustees and 
medical board. The men of both racial groups 
should be of such caliber that sympathetic under- 
standing and mutual self-respect should prevail. 
Colored people have long known, always to their 
disadvantage, the suave Negro puppets, who are 
used by white groups to gain their way and con- 
trol matters. They must be ignored. Covert control 
and direction by whites, using Negro puppets, not 
only fails to develop the proper stature and 
strength in the colored persons involved, but, in 
addition, the transparency of such an effort is 
easily seen and sensed, and all confidence in the 
project is lost. Racial autonomy must be a fact and 
not a fancy. No finer work could be done by a 
group of men of good will striving together for 
such a humane purpose. 


Purpose and Ideals 


The purpose of the project is to establish a mod- 
erate size voluntary hospital with modern equip- 
ment that will aim to: 


1 Give its patients medical care of high qual- 
ity. 

2 Develop and train doctors and others on 
its staff. 


3 Direct research, especially at some of the 
more common illnesses found among its 
patients. 





4 Establish a modern institution in which the 
Negro physician can give service to his 
private patients. 

5 Conduct pay clinics as well as free clinics, 
for patients who are not entirely: destitute 
but can pay modest fees for medical serv- 
ices. 

6 Afford all patients and doctors a friendly 
and sympathetic atmosphere in which to 
work. 


7 Educate the population in health matters. 


The highest ethical concepts of the profession 
should prevail. All professional work must be of 
the highest standard. 


Failure or Success to Date 
The story is one of a continuous heroic effort 





with but little success. A group of Negro doctors, 
under the leadership of Dr. James L. Wilson, or- 
ganized the Edgecombe Sanitarium sixteen years 
ago. It has been kept open at a cost of much 
energy and financial sacrifice, even through the 
depression. Many efforts have been made to secure 
assistance and help from existing agencies. These 
men have tried to increase its services by offering 
to give their equity to a board of responsible per- 
sons, as trustees, if and when there seemed to be 
any likelihood of success. This offer still holds 
good. It is a logical nucleus upon which a new and 
expanded hospital can be built. Whatever the 
starting point, however, the principles involved 
in a voluntary hospital project for Harlem cannot 
be denied and the sooner it is realized the better 
for the community. 
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Federal Laws and Regulations of Interest 


to Hospital Administrators 


Hospitals and the WPB 


The establishment of a hospital section in the 
Services Branch of the WPB is definitely assured. 


The chief of this Branch is Professor N. G. Bur-. 


leigh of Dartmouth. 


Priorities 
The Health Service Division is formulating 
plans for replacement and supply parts which will 
authorize both the dealer and the manufacturer 
to carry parts needed for repair to hospital equip- 
ment, and in the event of a breakdown to be sup- 
plied direct by either the dealer or manufacturer. 


If the cost of the part is not above $200, 
the regional representative for the region in which 
the hospital is located may authorize the delivery 
of the part; if the cost is above $200 telegraphic 
authority to supply the part will have to be 
secured from the central office of the WPB in 
Washington. 


Plans are also being considered to permit hos- 
pitals to make application for the purchase of 
needed supplies to cover a period of three months, 
and when filed these applications will be given a 
priority number high enough to eliminate delays 
in delivery. This priority number given the hos- 
pital will be transferred to the purchase order 
given to the purveyor or manufacturer. 
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Revenue Act of 1942 


Reliable advices state that there will be little 
increase in the number of articles subject to excise 
taxes over those of 1941 in which hospitals are in- 
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terested. There will be a slight increase in excise 
taxes over some of the commodities listed in 1941 
Revenue Bill. 


The Ways and Means Committee has not in- 
cluded tax on the income of hospitals in the 1942 
Bill, and has not reduced the exemption on the 
gift and transfer taxes made to hospitals or chari- 
table and decedents gifts to hospitals as recom- 
mended by the Treasury Department. Another 
fine accomplishment for the Joint Advisory Com- 
mittee. 


Under a recently revised plan, there is not much 
likelihood of gasoline rationing for the greater 
part of the United States, and hospitals should 
have little to worry about on this score. 





The General Order O.D.T. No. 6 of the Federal 
Government’s Office of Defense Transportation 
Orders includes the following: 


“Effective June 1, 1942, no local carrier shall 
make any special deliveries, except to hospitals 
and the Armed Forces of the United States, except 
deliveries of medicine and other necessary sup- 
plies for the protection in emergencies of public 
health, life and safety.” 
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The Federal Communications Commission, Or- 
der No. 96, dated May 18, requires the immediate 
registration of all apparatus designed, constructed, 
or used for generating radio frequency energy for 
therapeutic purposes. All such apparatus should 
be registered by filing one copy of Form 410 for 
each machine. 
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A ‘Hospitals’ Section” Established in the Services 


Branch of the Industrial Division of the 


War Production Board 


dustrial Division of the War Production 

Board, has authorized the establishment in the 
Services Branch of a Section devoted exclusively 
to hospitals under Professor N. G. Burleigh, chief 
of the Services Branch. 


With the establishment of this Section, it is 
confidently anticipated that many of the difficult 
problems connected with the supply of hospital 
commodities for operation, hospital equipment, 
and necessary parts for replacement and main- 
tenance of hospital equipment will be solved and 
the flow of these supplies to the hospital will be 
adequate and uninterrupted. 


The Health and Medical Services Branch has 
been cooperative and considerate of the needs of 
the hospitals, and the favorable position which 
hospitals have been granted in comparison with 
many other activities is the result of the earnest 
and sincere efforts of the Health and Medical 
Services Branch to provide hospitals with the sup- 
plies and equipment necessary. 


June 5, 1942 


The Honorable Philip D. Reed 
Chief of the Industrial Division 
War Production Board 

Railroad Retirement Building 
Washington, D. C. 


My dear Mr. Reed: 


There is a total of 6338 hospitals in the United 
States and its possessions, of which 4494 are non- 
profit charitable and private hospitals. 


iE Honorable Philip D. Reed, chief of the In- 


The American Hospital Association represents 
3065 member hospitals, approximately three out 
of every four in the above group. These member 
hospitals represent 85 per cent of the 358,870 beds 
in the nonprofit and private hospital group. 


Out of 11,596,178 patients admitted to all hos- 
pitals in 1941, 7,933,586 were admitted in the volun- 
tary and private hospitals. These hospitals had an 
average daily census of 255,147 patients. 
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Since the turn of the year the facilities of all 
our hospitals have been severely taxed. Many of 
them are experiencing a bed occupancy of 115 per 
cent, or from 25 to 35 per cent above their 1941 
experience. The demand for hospital services has 
greatly increased in all areas, but is particularly 
emphasized in those areas in which war produc- 
tion plants are located. The disarrangement of 
populations, the trends from small towns and rural 
areas, inadequate and unsatisfactory housing, and 
frequently environments not conducive to good 
health for workers and their families are contribu- 
tory causes to the increased patient load which 
our hospitals are carrying. 


The difficulties of reduced professional staffs, 
administrative and operating personnel, and loss 
to the armed forces and war industry of technical 
and lay workers, have been further increased by 
the difficulty of securing necessary equipment and 
supplies for operation, and materials for repairs, 
maintenance and replacement of their present 
equipment. This has not been due to a lack of 
desire of the Health and Medical Services Branch 
of your Division, but has been due in large part 
to the lack of well-trained and experienced hospi- 
tal people in the Health and Medical Services 
Branch with whom to advise and consult. 


The civilian hospitals have been charged with 
the responsibility for the prevention of disease 
and the maintenance of health of the worker and 
his dependents, of the farmer and his family, and 
of other citizens in the various useful occupations. 
They have cheerfully assumed this obligation and 
with such serious limitations which present condi- 
tions impel they are doing a good job. 


Their satisfactory performance in the future will 
depend upon their ability to secure the necessary 
supplies, drugs, instruments, and equipment to 
enable them to operate. Without these supplies 
coming to them in an adequate and uninterrupted 
flow, they cannot properly care for the civilian 
sick, injured and disabled who must have hospital 
care. 

The forty million workers under the normal in- 
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cidence of disabling illness lose 200,000,000 days 
per year at least. Forty-two millions of these days 
are spent in hospitals. Conceivably, under the 
pressure of increased production this incidence 
will be greater and so health is established as a 
definite and important priority. 


Food, clothing, satisfactory housing and a pleas- 
ant living environment conserve the health of the 
nation. Good sanitation, water control, sewage dis- 
posal and the incessant battle against insect pests, 
prevent illness and control communicable disease. 
Adequate medical service and good hospital care 
save thousands of lives and return thousands of 
workers to the factories restored to health with a 
minimum loss of time from their work, and a max- 
imum of our war effort in civilian life is main- 
tained. 


When hospitals fail in their services, the civilian 
army of workers suffer both in their health and 
their morale. Days of labor are lost that can never 
be recovered. Sickness spreads from hospital to 
home, and from one home to other homes. The 
mechanism of the hospitals’ operation must be just 
as true and just as dependable as that of the plant 
which manufactures our munitions. Man power in 
full health and the conservation of it is just as 
essential to winning the war as the material the 
workers manufacture. 


Every country at war emphasizes the impor- 
tance and the necessity of an efficient health serv- 
ice. Each of the countries places equal value on the 
men who fight and the men who produce. 


The complaint of hospitals as to their inability 
to secure necessary supplies has become general 
and is constantly increasing. It has now reached 
a point where many hospitals will have to reduce 
the number of patients they care for in proportion 
to the operating supplies and materials for the 
repair, maintenance and replacement of their 
equipment is released to them. The hospitals for 
their part will conserve and make the best possible 
use of these supplies and will salvage all possible 
material for other uses. 


The American Hospital Association respectfully 
requests that there be established within the exist- 
ing organization of the Industrial Division of the 
OPM a hospital branch, the head of which branch 
will be an experienced, well seasoned hospital ad- 
ministrator who is thoroughly conversant with the 
supplies, drugs, instruments and equipment neces- 
sary for the satisfactory operation of the civilian 
hospitals. 


With the creation of such a branch under the di- 
rection of a competent head, the Association is 
confident that the present sympathetic attitude of 
the Health and Medical Services Branch will be 
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implemented in a program and policy that will 
insure the continued and uninterrupted flow of 
hospital supplies to the civilian hospitals, govern- 
ment owned and operated as well as voluntary 
nonprofit and private institutions. 


And for favorable action on this request the 
American Hospital Association respectfully prays. 


Respectfully submitted, 
Bert W. CALDWELL, M.D. 
Executive Secretary 
American Hospital Association 
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War Production Board 
Washington, D. C. 


In reply refer to: 
Se-1 
Dr. Bert W. Caldwell 
Executive Secretary 
American Hospital Association 
Eighteen East Division Street 
Chicago, Illinois 


Dear Doctor Caldwell: 


Mr. Reed has asked me to acknowledge your 
letter of June 5, in which you have so ably defined 
the field of operations of the nonprofit charitable 
and private hospitals. 


Following your visit to Washington, your re- 
quest has been considered and acted upon. Mr. 
Reed has authorized this Branch to establish a 
section to be devoted exclusively to the hospitals 
other than those which are publicly controlled. 
The latter still will continue to be under the juris- 
diction of Mr. Maury Maverick’s Bureau. 


We thoroughly appreciate your great interest 
and the need for the establishment of this section 
and the securing of competent personnel for its 
direction. We shall proceed at once to accomplish 
this object and are prepared to give consideration 
to selection of personnel. We are particularly 
anxious to have these individuals thoroughly com- 
petent and equipped to render the best service 
possible in continued and uninterrupted opera- 
tions in this important service. We are also aware 
of the great demand for the expansion of and addi- 
tions to present hospital facilities and recognize 
the need of a man familiar with this aspect of the 
hospital problem, as well as of its operating and 
maintenance needs. 


We shall appreciate your advice and counsel at 
any time. 


Very truly yours, 
(Signed) 
N. G. BuRLEIGH 
Chief, Services Branch 
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Hospitals’ Vertical Transportation Equipment 


HOWARD M. NUGENT > 


tically impossible to build or obtain elevator 
equipment for commercial buildings, unless 
they are vital to the war effort. However, the 
Government, realizing the absolute necessity of 
hospitals, will issue priorities for materials for 
their erection and for properly equipping them. 


Di THIS national emergency, it is prac- 


Planning vertical transportation equipment for 
a new building is quite a problem. It must take 
into consideration the kind of equipment best 
suited for the particular traffic, the proper loca- 
tion of the equipment and its ability to correctly 
handle the anticipated volume of traffic. 


Traffic in the Hospital 


The traffic in a hospital may be considered as 
two kinds: first, strictly hospital traffic, such as 
doctors, interns, nurses, service employees, stretch- 
ers, carts, wheelchairs, trucks, food and supplies; 
second, transient or visitor traffic, such as patients, 
their visitors, and commercial men. The regular 
hospital traffic, including vehicular, is most im- 
portant because practically all of the people who 
cause this traffic are employed by the hospital or 
directly interested in rendering service to its pati- 
ents. Efficient handling of this traffic is a necessity. 
The volume of this traffic depends to a large extent 
on the locations of the various hospital depart- 
ments. For example, the clinic should preferably 
be located on the ground floor to reduce elevator 
service. Stretcher and supply service must be 
taken into consideration, as well as food trucks, 
if they are to be handled by the elevators. 


Importance of the Visitor Traffic 


The most important transient traffic is the vis- 
itor traffic and it has been found that the visitor 
traffic combined with the regular hospital traffic 
produces the greatest traffic peaks. It has been 
shown by investigations that the traffic of visitors 
is not only the most difficult to handle, but is gen- 
erally of such large volume, due to short visiting 
hours, as to make it the critical basis for the 
determination of the number of elevators. Some- 
times it has been found necessary to restrict the 
numbers of visitors. Visitors to private patients 
are usually spread out the entire day and evening 
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and generally not limited and, furthermore, in 
some large hospitals, private elevators are often 
provided for private patients and their visitors. 


The time allowed for ward visitors seems to be 
generally from one hour to an hour and a half. 
Consequently, there are peaks of visitors’ traffic 
at the time the visiting hours start and, particu- 
larly, when they have expired. Undoubtedly, the 
visitors’ peak would be reduced with longer visit- 
ing hours but hospital authorities are apparently 
reluctant to extend these periods because by so 
doing they might interfere more or less seriously 
with efficient operation of the hospital. 


In some hospitals, a large number of visitors 
collect before the start of the visiting period and 
all try to get up in the elevators at the same time 
unless they are controlled. Then they stay until 
the expiration of the visiting period and all try 
to get down at the same time. Some hospitals 
have partly solved this problem by providing ade- 
quate waiting rooms, at the first floor controlled 
by attendants, and only a limited number of vis- 
itors are permitted to leave at one time so that 
the hallways will not be congested and yet permit 
the traffic peaks to be handled in a reasonable 
time. However, at the leaving time, the visitors 
are distributed on several floors and just have to 
wait until they are accommodated. The control of 
the visitors’ traffic must be given proper consid- 
eration when designing the elevator plant, par- 
ticularly if the hospital is of a type that will draw 
a large number of ward visitors. 


Carrying the Patients’ Meals 


Another very important function of the verti- 
cal transportation equipment is to carry meals to 
the patients. Hospital patients’ meals are invari- 
ably served on individual trays three times a day, 
every day in the year. It is very annoying to the 
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patients to be kept waiting for their meals. They 
know when to expect them and any little delay 
becomes exaggerated. The food tray is a unit. 
The cycle of operation involved in the service 
begins when the food and dishes are placed on the 
tray and ends when the tray is returned to the 
dishwashing department, cleaned and made ready 
for the next meal. 


There are three general methods of food serv- 
ice used in hospitals and considerable difference 
of opinion exists as to the relative merits of each 
method. In each case, however, food is prepared 
in a central kitchen, usually located in basement 
or lower floors, the method of distribution vary- 
ing as follows: 


1 Patients’ trays are prepared in the central 
kitchen and sent to the various floor via food 
lifts. 


2 Patients’ trays are prepared in the central 
kitchen and sent to the various floors on food 
carts via elevators. 


3 Food is prepared in bulk in the central kitchen 
and sent on food carts via elevators to service 
pantries on each floor, from which patients’ 
trays are made up and distributed. 


The use of food lifts, as will be seen, is limited 
to the first method mentioned and, for purpose of 
discussion, this method will be considered first. 


Good service requires that all patients be served 
at regular periods within a reasonable time and 
that cooked foods be served hot, and desserts and 
frozen foods be served cold. Thus, the time ele- 
ment is of great importance. 


The total time period involved in the delivery 
service begins when the completely assembled 
tray is taken from the place of preparation and 
placed, ready to be consumed, in front of the pa- 
tient for whom it is intended. The total time in- 
volved consists of: First, the time to remove the 
completed tray from the assembly line and place 
it in the car of the food lift; second, time required 
to send the food lift to the desired floor; third, 
time required to remove the tray from the food 
lift and take it to the patient. 


The loading and unloadings of the trays are 
dependent on the dexterity and promptness of 
the hospital personnel and is entirely a matter of 
efficiency in the hospital administration. 


The time required to send the food to the de- 
sired floor is a function of the food lifts and in- 
volves their capacity and speed, control system, 
signal system and the size and type of doors at 
the various openings. 


One of the first things that must be considered 
is the size of the car box. This can be determined 
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when the size and number of trays it has to ac- 
commodate are determined. There are several 
sizes of trays but the medium size 20 in. by 15% 
in. is more generally used. From observation and 
experience, the ideal size for the car box has been 
found to be 30 in. by 30 in. by 48 in. high, and 
the minimum size 24 in. by 24 in. by 48 in. These 
sizes permit three shelves jo be spaced 10 in. 
apart, allowing four loaded trays to be delivered 
at one time, with a spacing of 18 in. above the 
top shelf for pitchers, bottles, etc. These dimen- 
sions have been found to be the most satisfactory 
for facilitating loading and unloading. The shelves 
should have the lips turned down for use in slid- 
ing the trays in and out. 


The speed of the food lifts will depend upon 
the height of the building and the number of 
fl4u:s to be served. In hospitals of five to eight 
stories, 100 feet per minute has been found suit- 
able, while in higher buildings, higher speeds are 
usually required. The following factors are in- 
volved in the round trip time of the food lift: 
Loading trays at the first floor, running to the 
selected floor, unloading the trays and running 
back empty to the loading point. The loading 
and unloading times are variable, depending upon 
the promptness of the hospital employees in han- 
dling the trays. The running time, of course, de- 
pends upon the mechanical equipment. 


In a Chicago hospital serving six patients’ floors, 
having a well-organized kitchen and assembly line 
terminating close to the two food lifts, it was 
found possible to deliver four trays per minute 
or less per food lift. In this particular hospital, 
it was found that two food lifts were capable of 
delivering the trays faster than they could be 
prepared. With two people loading, this opera- 
tion consumed approximately fifteen seconds for 
the four trays. The observations were made over 
the entire serving period, which was fifty-seven 
minutes. Of this time, the food lifts were actu- 
ally running and being unloaded approximately 
fifteen minutes and standing at the loading floors 
forty-two minutes total time. 


The most satisfactory doors for food lifts are 
the bi-parting sliding type, because they can be 
installed practically in any location without in- 
terfering or creating an obstacle in the space in 
front of the food lifts. The doors can be provided 
with proper interlocks to prevent them from being 
opened unless the car is standing at a landing. 


Food Lift Control System 


To operate efficiently, the food lift must be pro- 
vided with a proper control system. From a cen- 
tral station, the control system should accomplish 
the following results: 
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1 Send the loaded car to any desired floor. 


2 Inform the attendant at the desired floor, by 
visual and audible signal, that the car has 
arrived and is ready for unloading. 


Inform the dispatcher when the car has ar- 
rived at the floor and if the doors are opened. 
If the doors are not opened in reasonable 
time, he should be able to again signal the 
floor and if the doors are not then opened, to 
recall the car. 


4 Return the car automatically to the central 
station when the door is closed, after the car 
is unloaded. 

5 Permit attendants at the floor to signal the 
dispatcher for the car to return empty dishes, 
etc. 

6 Inform the dispatcher at which floor the car 
has stopped by a position indicator in the cen- 
tral station. 


Food Carts 


The other method of serving meals on trays 
is by means of food carts. These carts are de- 
livered to their destination by means of the ele- 
vators. The number of trays that can be carried 
by the carts depends upon the capacity of the 
carts and the number of carts that can be loaded 
on the elevators at one time. There are different 
types of carts in use, some quite simple and others 
more elaborate, with heating apparatus for keep- 
ing the fuod hot. Observation in a 250 bed hos- 
pital using this method of food distribution and 
using a power driven belt assembly disclosed the 
following information: 

The rate of flow of completed trays from the 
assembly line was found to be seven per minute 
maximum. The carts varied in capacity from 
twelve to twenty trays. Thus, the time required 
to load twelve trays, governed by the rate of flow 
from assembly line, was one minute, forty-three 
seconds. To transport the carts to the upper floors, 
one elevator was used and the distance from the 
. loading point to the elevator was approximately 
fifteen feet. To load the car on the elevator, run 
up, unload and return, varied from 52 to 70 sec- 
onds; in some cases an empty cart was brought 
back for another load. Here again, as in the case 
of the food lifts previously discussed, the elevator 
had ample capacity to handle the trays faster 
than they could be prepared. 


With suitably proportioned food carts and ade- 
quate elevator service, this method of food service 
seems generally to be the most efficient, both as to 
convenience and speed. The principal objection to 
this method is the space taken up by the carts. 
When not in use, these vehicles must be parked 
where they are readily available for the next 
mealtime. 
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The distribution of the food in bulk concerns 
the delivery of the food by the elevators to the 
various service pantries on the floors where the 
trays are made up. 

This method involves no particular problem as 
far as transportation is concerned. It is simply 
a matter of handling so much freight. The food 
is placed in containers and loaded on trucks; some- 
times special trucks with built-in insulated con- 
tainers are used. This is undoubtedly the most 
satisfactory method of handling food but has the 
objection that it requires more equipment, more 
attendants and more space than the other 
methods. 


Returning Trays and Dishes 


We have discussed the preparation and distribu- 
tion of food trays. However, there is the prob- 
lem of returning the trays and dishes to the dish- 
washing department. In this case, however, time 
element is not of much importance. When the 
method of distribution is by food lifts, it is com- 
mon usage, and economical, for the same lifts to 
return the empties. It is, therefore, desirable in 
planning the food service by this method to ar- 
range the assembly line and dishwashing section 
so that each of these departments in conveniently 
located with respect to the lifts and yet separated 
as far as possible. When food carts are used, the 
empties are loaded in a similar manner as when 
being served and are taken down in elevators, the 
carts being rolled off and taken to the dishwash- 
ing section. Here the available space should be 
large enough to accommodate a number of carts 
without congestion and so arranged that empty 
carts can readily be rolled away to the parking 
space without confusion. 


Determining the Number of Elevators Required 


The required number of elevators for any hos- 
pital depends upon its location, height, number 
of ward and private beds, and the method to be 
employed for serving the meals. Any hospital 
building over two stories in height should be 
equipped with at least two elevators so that if 
for any reason one elevator is out of service, there 
will be an elevator available for staff and emer- 
gency service. The waiting time with one eleva- 
tor is the round trip time of the elevator, and 
such a long wait would be irritating to those 
using it. If the funds of the hospital prohibit the 
installation of two elevators when the building is 
erected, an additional hatchway should be framed 
so that the other elevator can be readily installed 
when funds are available for its purchase. 


Location of the Elevators 


The proper location of the elevators is extremely 
important. All elevators should be centrally lo- 
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cated in order to reduce walking distances to a 
minimum and for maximum handling capacity. 


When elevators are centrally located, they are . 


usually near the center of the patient population. 
The farther away from these centers the elevators 
are located, the greater will be the amount of 
time consumed in walking to and from the eleva- 
tors, and wheeled stretchers and carts may have 
to make more sharp corridor turns, and the time 
for food deliveries will be lengthened. 


When the elevator plant consists of three or 
more elevators, some of which may be service 
elevators, it is preferable that the elevators be 
so arranged and located that they can all be made 
available for carrying passengers, working to- 
gether as one group. The service elevators can 
be provided with rear entrances if necessary. 
With this arrangement, the service and main ele- 
vators can operate as a group at times, such as 
during visiting periods or when some elevators 
are busy with vehicle traffic, increasing passenger 
handling capacity and reducing waiting time. 
When required for service work, the service ele- 
vators can be detached from the group and oper- 
ate independently. 


Stretcher Size Elevators Necessary 


All elevators, for flexibility of service, should 
be equipped with stretcher size cars, the so-called 
hospital elevator. The standard platform sizes for 
hospital elevators, as recommended by the Na- 
tional Elevator Manufacturing Industry, Inc., are 
5 ft. 4 in. by 8 ft. and 5 ft. 8 in. by 8 ft. 4 in. 
The smaller platform is generally found adaptable 
for low rise buildings. Corresponding to these 
sizes, the elevator capacity would be 3500 and 
4000 lbs., in accordance with capacity ratings given 
in the Safety Code for Elevators. The largest 
regular beds now in use in hospitals are the new 
type fracture beds, 3 ft. 6 in. by 7 ft., so that 
either size platform could accommodate this size 
bed. The larger platform, however, would allow 
more room for attendants or doctors to ride in 
the car with the bed. 


The stretcher size elevators should be equipped 
with two-speed power operated solid car and hoist- 
way doors, with a clear opening of 3 ft. 8 in. to 
conform to the standard width of interior doors 
in hospitals. 


Speed of Elevators 


The speeds of the elevators will range from 
100 fpm to 800 fpm, depending on the height of 
the building. Some of the eighteen story build- 
ings in the Jersey City Medical Center at Jersey 
City, New Jersey, are equipped with 700 fpm 
elevators. High speed elevators are of the Gear- 
less Traction type. 
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Elevator Control Equipment 


All hospital elevators should be of the generator 
field control types, with a separate motor genera- 
tor set for each individual elevator. This type of 
control gives a very smooth operating elevator, 
with accurate stopping which is very essential for 
hospital service. 


Automatic Leveling 


All types of elevators which handle wheeled 
trucks are generally provided with automatic lev- 
eling in order to make a level landing, as it is dif- 
ficult to push loaded trucks on or off elevators if 
the elevator platform is not level with the floor. 
The automatic leveling device brings the elevator 
to floor level. Hospital elevators handle wheeled 
vehicles with patients and, as wheeled stretchers 
do not have springs, it would be very unpleasant 
and possibly dangerous to some patients to be 
bumped on and off the elevator if it were not level 
with the floor. Jockeying or inching elevators 
to make a level landing would be objectionable 
also. It is therefore essential that hospital eleva- 
tors be provided wtih automatic leveling devices. 


One of the measures of good elevator service 
is the length of time a passenger must wait for 
an elevator. Long waits for elevators are very 
annoying to the passengers. High class office 
buildings have very short waiting times or inter- 
vals — generally twenty to twenty-five seconds. 
Almost all hospitals complain of long waiting. 
times. Of course, the interval in a hospital build- 
ing would not be expected to be as short as in an 
office building but some consideration should be 
given to intervals or waiting times when design- 
ing the vertical transportation system. 


One of the most recent developments in eleva- 
tors has been to improve the riding qualities of 
the cars by the use of rubber tired spring backed 
roller guides on the car and counterweight which 
eliminates the transmission of vibrations and 
noises to the cars. In addition roller guide shoes 
reduce rail friction and power consumption and 
eliminate all greases and oil from the rails per- 
mitting the hatchway to be left clean and thereby 
reducing the fire hazard. 


Features of the Modern Hospital Elevator Car 


The modern hospital car includes the following 
features: 


1 All steel construction with a choice of color 
to harmonize with modern wall treatment. — 


2 Indirect fluorescent lighting for uniform 
glareless illumination. 


3 Multiple speed Trane blower ventilation with 
a maximum capacity of 1450 cfm provid- 
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ing draftless ventilation through perforated 
grilles in the soffit and base or around the 
entire periphery of car. 

Introduction of germicidal lamps in plenum 
chamber for the purpose of sterilizing air 
circulated through car. The lamps are in- 
visible to occupants of car; therefore, not 
subject to rays ordinarily harmful to sight 
under long exposure. 


5 All corners flush and rounded for sanitary 
purposes. 


6 Cove base of metal, rubber or other suitable 
material. Flooring rubber or asphalt. These 
are the accepted materials, some of which may 
be difficult to obtain at present. 


Modern elevators are automatic in their opera- 
tion and this type of elevator is now almost uni- 
versally recognized as standard equipment by 
architects and consulting engineers. Many re- 
cent buildings of all kinds are equipped with 
automatic elevators. The manually operated ele- 
vator requires skillful operators and may be 
classed as “old style” equipment. The automatic 
elevator relieves the operators of such duties as 
manually stopping the car at each floor, the exer- 
cising of memory as to the floors at which pas- 
sengers wish to alight, the watching of signals 
from passengers waiting in the halls to be taken 
aboard, the resetting of annunciators, and inci- 
dental duties. With the automatic elevator, the 
operator or attendant, as he is called, does not 
have to be skillful as he only attends to policing 
the car, the courtesy service of pressing buttons 
for the passengers, initiating the starting se- 
quence at the floor, and giving information to 
the passengers. 


Types of Automatic Control 


There are two principal types of automatic con- 
trol, signal control and collective control. The 
selection of the type of control for any hospital 
depends upon its size, anticipated traffic, and the 
method of handling the visitor and regular hos- 
pital traffic. 


Signal Control 


Signal control is recommended for hospitals 
where attendants will be used on the elevators the 
greater part of the time or where, on account of 
the nature of the traffic, it is advisable to do so. 
Briefly, signal control operates as follows: The 
attendant presses the buttons in the car operating 
panel, corresponding to the desire of the passen- 
gers. He then moves the switch handle to the 
start position, the power doors close and, when 
the interlock circuit is made, the car starts auto- 
matically. The car will then automatically slow 
down and stop level at the desired floor, with the 
doors open, irrespective of the position of the 
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switch handle, and the stops will be made in se- 
quence of floors and irrespective of the order in 
which the car or hall buttons have been pressed. 
The first car approaching the floor at which a hall 
button has been pressed by a waiting passenger 
will cause a directional signal light, at the floor 
landing, to indicate to the waiting passenger, well 
in advance of its arrival, that it will automatically 
stop at that floor. The signal light will be extin- 
guished when the car leaves the floor. 


A non-stop switch in the car will enable the 
operator to pass landing floors but the calls remain 
registered for the next approaching car to answer. 
The non-stop feature can be used for emergency 
hospital service when it is desired to travel to a 
floor without the car being intercepted. 


The elevator will not make complete round trips 
unless it is necessary but will automatically re- 
verse at floors corresponding to the highest reg- 
istered car or hall call. 


Two or more signal control elevators should 
preferably be provided with automatic spacing or 
scheduling devices. 


One or more of the elevators can be arranged 
for night service collective without an attendant, 
and can be operated by the passengers themselves. 
Thus, during light traffic periods, as at night 
time, the regular attendants can be eliminated. 
With this operation, it can be arranged so that 
the car will return to a designated parking floor. 


Signal control elevators are generally provided 
with high speed doors which are slowed down 
when used on night service without an attendant. 
The cars are usually provided with a multi-light 
floor indicator, located over the door. 


Collective Control 


Where operators or attendants will be employed, 
only a small percentage of the time, such as dur- 
ing the visiting hours or at other busy traffic 
periods, collective control is recommended. When 
applied to one elevator, it is called simplex col- 
lective, and to two elevators, duplex collective, 
and is arranged so that it can be operated with 
or without an attendant. 


When operating without an attendant, the 
pressing of car buttons by passengers will cause 
the doors to close and the car will start when the 
interlock circuit is established. The car will stop 
at all floors for which such calls have been reg- 
istered. At the floors, the doors will open auto- 
matically and remain open for a predetermined 
length of time in order to allow passengers to 
enter or leave, and will automatically close upon 
the expiration of this period or when a passenger 
presses a car button. The elevator will also stop 





at all floors at which hall buttons have been 
pressed, irrespective of the sequence in which the 
buttons have been pressed. The elevator will 
automatically reverse at the highest down call or 
after the last passenger traveling in the up direc- 
tion has left the car. The elevator can be arranged 
to return automatically to a home landing after 
the last call is answered, or remain at the landing 
where last used until another call is registered. 


When on attendant operation, a buzzer, “non- 
stop” button, direction lights, and “door close” 
button become effective. The elevator will return 
automatically to the home landing, where the 
doors will open and remain open until closed by 
means of the “door close” button. The buzzer will 
inform the attendant if there are upper floor calls 
to be answered. At the upper floors, he can close 
the doors by means of the door close button, with- 
out waiting for the expiration of the time interval, 
and can by-pass hall calls if he so desires by 
using the “non-stop” button. Direction lights 
indicate the direction of car travel and the eleva- 
tor automatically reverses at the highest call. 


Duplex collective control elevators are some- 
what similar in their operation to the simplex 
collective, with the exception that the two eleva- 
tors operate from a single line of push buttons. 
The control is so arranged that, normally, one car 
is parked at the first floor and the other a free 


car to answer the landing calls. The so-called free 
car is intentionally left at an intermediate land- 
ing where it has answered its last call and it will 
then be in a position to respond to any hall calls 
either below or above that floor. Should both cars 
happen to be at the main floor, the car that ar- 
rived there first will be the free car to answer 
subsequent landing calls. When the free car is 
clearing calls, the other car parked at the main 
floor will automatically start to answer landing 
calls that the free car is not in a position to an- 
swer. Either car will respond to its own car but- 
tons, regardless of the direction of the landing 
calls. The elevators will reverse at the highest 
call. If one elevator is taken out of service, the 
other will operate as a simplex collective elevator 
answering car and hall calls. 


Collective control elevators can be arranged for 
emergency service, in which case a passenger can 
obtain a car at an intermediate landing by press- 
ing either or both the up or down buttons at that 
floor. When the car arrives, he operates a key 
switch, which places the elevator on emergency 
service. The constant pressure of a car button 
will cause the doors to close and the car will pro- 
ceed to the desired floor without responding to 
car or hall calls. When the car stops, the doors 
will remain open until another car button has 
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been pressed or the car turned back to its normal 
operation. If the elevators are duplex collective 
control, the other elevator will operate as simplex 
collective during this period; if simplex control, 
car and hall calls made before and during the 
emergency period will remain registered and will 
be answered when the car returns to normal 
service. 


The car and hoistway doors used with collec- 
tive control are of the slow speed power operated 
type. The car doors are provided with a safety 
shoe, which opens the door automatically should 
they strike a passenger or other object. 


All collective control elevators are provided with 
an electric sign reading “UP-DOWN,” located in 
the back of the car, and usually have a multi-light 
floor indicator located over the door. 


In the hall, the simplex collective elevator may 
be provided with a mechanical dial indicator in 
the hall push button plate, or a car “In Service” 
light. Sometimes a hall multi-light indicator is 
provided at all floors showing the position of the 
car. With duplex collective it is advisable to fur- 
nish hall lanterns over the elevators. Hall but- 
tons can be provided with a telltale button, which 
shows instantly that the call has been registered. 


Elevators in Existing Hospitals 


We will now discuss briefly elevators in existing 
hospitals. With the stiffening of Government re- 
strictions for critical materials, many building su- 
perintendents are asking whether or not it will be 
possible to obtain replacement parts to keep their 
elevator equipment in operation. At present, the 
Government grants priorities for a limited amount 
of critical materials for the production of parts 
necessary to repair and maintain elevators. 


It is absolutely necessary that present elevator 
equipment be kept in good operating condition. 
Some equipment may not be working to its full 
efficiency because the elevator is out of adjust- 
ment, doors and gates and other parts do not work 
properly, and worn parts may give out at any 
time, shutting down the elevator and possibly 
causing accidents. Shutdowns are a serious mat- 
ter in any hospital. 


Those hospitals which have not adopted some 
kind of maintenance policy should have a sys- 
tematic check made of their elevator equipment 
from time to time, paying particular attention to 
the safeties and the condition of the ropes. Above 
all, it is not good policy in these critical times, to 
wait for a serious breakdown and then try to have 
it repaired in a hurry. 
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A Hospital is Evaluated in Terms of Service 


JANICE SELIGMAN, M.A. 


the community’s response to the services of 

a hospital and the hospital’s response to its 
community’s needs. A hospital is evaluated by the 
community in terms of service—medical, teach- 
ing, social—and in terms of the spirit with which 
these services are rendered. 


(‘te comm RELATIONSHIP may be defined as 


Reciprocal Relations Needed Between 
Community and Hospitals 


“The real field of public relations” lies in “the 
need of a relationship between hospitals and com- 
munity whereby there is established a reciprocal 
response sufficient to fulfill the requirements of 
both the community and the hositpals.”* 


Dr. Malcolm T. MacEachorn in his section on 
“Public Education” in Hospital Organization and 
Management” guides the administrator with the 
following: 


“1 Develop public understanding and appre- 
ciation of public service. 


2 Foster attitude of genuine good will on the 
part of the public toward the hospital. 


3 Promote greater desire on the part of the 
personnel to understand the work of the 
hospital and to effect a closer contact be- 
tween the personnel and the public.” 


A hospital is an entity composed of a board of 
trustees, if a voluntary institution, an administra- 
tor and his assistants, physicians, and employees 
all working together to serve patients and their 
families who come from the community and re- 
turn to it. 


Community Educational Program 


Since there is a constant interaction between 
community and hospital, an educational program 
by the hospital should be formulated to: 


1 Teach each individual within the hospital 
his functions specifically and thoroughly 
and those of the hospital generally and to 
create an attitude of public-mindedness. 
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2 Teach the community and its social agen- 
cies the functions of the hospital. 


3 Teach those within the hospital and those 
outside of the hospital the principles of the 
prevention of disease and maintenance of 
good health. 


The above peacetime educational program 
would lay the groundwork for community projects 
needed to meet wartime problems. The flow of 
interest from hospital to community and from 
community to hospital would create the bond that 
strengthens preparedness for a war emergency. 
Blood banks to serve the community might be 
built up from the offers of willing donors from 
the community. Squads might be organized by the 
community who would be eager because of their 
interest to render indefatigable service during an 
emergency. Through joint efforts of the hospital 
and its community, much could be done through 
common planning to meet the strain and stresses 
of wartimes. 


With limitation in the number of physicians re- 
maining to serve the civilian population, the 
members of the community should be trained to 
avoid the abuse of medical facilities. 


Teaching Those Who Are Within the Hospital 


A curt reception by a physician, an employee, 
or a voluntary worker in the hospital chills the 
marrow of any patient or visitor who is so re- 
ceived. The response of “I do not know” to a pa- 
tient’s or visitor’s question without making some 
effort to find out the answer is unforgivable. The 
community through the medium of the patient or 
his agent reacts in “stimulus—response” fashion 
to the esprit de corps of the hospital. It is the 
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obligation of a hospital to keep informed and re- 
sponsive to its community’s needs and changes. 
Only persons with a deep desire to serve should be 
selected for hospital work and only those who re- 
tain the desire to serve should be permitted to 
remain in the world. The qualities of willingness 
to serve, patience, and good will should never be 
permitted to wane. 


A program should be set up to teach each indi- 
vidual who serves in any capacity within the 
hospital: ; 


1 The duties and functions of his specific posi- 
tion. 


2 The history of hospitals in general and of 
the hospital in which he is serving and the 
role of the hospital during emergencies. 


3 The functions of each department. 


Each newcomer to the hospital should be start- 
ed on his path of service with careful training and 
supervision for his position. He should understand 
the relationship of his position to those of the 
others in his department and the relationship of 
his department to each of the other departments 
which make up the complicated machinery of the 
hospital. Each month a department might conduct 
an educational program of one, two or more meet- 
ings to inform each newcomer, whether trustee, 
physician, volunteer or employee, of its functions. 


Teaching Those Outside of the Hospital 


When a social agency has a client to be helped 
it is helpful for the social worker outside of the 
hospital to have a mental picture of the setting 
to which she is referring Johnny. Hospital “Y” is 
twenty blocks away. What does the hospital do? 
Whom will it serve? Is it a voluntary or a propri- 
etary institution? Is it a specialty or general hos- 
pital? Does it have an out-patient department? 
Does it have a district for its out-patient depart- 
ment? When do clinic departments meet? 


Johnny and his mother need reassuring and if 
uninformed, the social worker might have mis- 
givings. Informed, the worker would be able to 
convey to her clients a more accurate and con- 
vincing description of the remedial environment 
of the hospital. 


Hospital and community workers would work 
together more efficiently if those within and those 
outside would know the functions of the hospital. 
Social workers within the hospital together with 
those of outside agencies work together on many 
patient problems before, during, and after hospi- 
talization. Cooperation between the hospital and 
its community’s agencies would be strengthened 
by the greater understanding that would follow 
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from round table discussions of joint communal 
problems. 


Representatives of social agencies might be in- 
vited to some or all of the departmental lectures 
given by the hospital. The school nurse from the 
community would be eager to learn the possibili- 
ties of the hospital in terms of her work in the 
community. 


Teaching the Prevention of Disease 


“The practice of the precepts of prevention 
of disease depends on a public educated to 
the fact that much illness is preventable. If 
public opinion were prepared to accept what 
is known of preventive measures, or if organi- 
zations in communities were such that known 
measures could be made available to the pub- 
lic, much unnecessary illness and its sequelae 
would be averted; many lives would be saved 
and money, at present applied to the cure of 
avoidable illness, could be expended in the 
important function of maintaining health.*” 


The hospital through its public relations com- 
mittee should delegate staff members to present 
a monthly or even quarterly program on educa- 
tional communicable diseases and other medical 
subjects to the hospital staff and to the public. 


Teaching how to relieve and prevent illness 
should be done in the clinics of an out-patient de- 
partment. The dietitian of the hospital should give 
talks and arrange displays on nutrition. This phase 
of the educational program should be set up to 
prepare those within the hospital and those out- 
side the hospital the principles of hygiene, nutri- 
tion, and better living. 


Conclusion 


“Cast thy bread upon the waters: for thou shalt 
find it after many days.” Public relations can 
neither be superimposed upon a hospital nor upon 
a community. It is the acceptance by the hospital 
and by its community of mutual responsibilities 
directed towards meeting the medical and social 
needs of the group which is being served by each. 
The methods of working together should replace 
those of working independently. Good public re- 
lations would mean working together for each 
other and with each other during peacetimes as 
well as during wartimes. 


References 
1Smith, H. A.: “Public Relations Program for a Hospital.” 
HOSPITALS. Feb. 1942. 


2MacEachorn, Malcolm T.: “Public Education” Hospital Organ- 
ization and Management. 


3Beckwith, Charles J. W.: “Responsibility of the Hospital in 
Program of Preventive Medicine.” HOSPITALS. Aug. 1941. 


HOSPITALS 





wie ee ee 


— PB = Se ms A5 flee CULUlUCO 


Th zo 


_ 


Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, I NC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 





MONTHLY INDICES FOR HOSPITALS 
(1926 = 100) 
June June June June June June 
1936 1937 1938 1939 1940 
ALL COMMODITIES! ¥ 73.0 85.4 69.6 66.8 69.2 


Industrials! . 71.4 83.6 71.4 12:2 76.4 
Agricultural! 2 69.3 76.5 56.3 56.0 62.0 
Livestock! : 79.9 97.9 75.8 63.8 58.1 
Factory Employment? : 97.0 110.3 85.4 96.4 103.1 
Factory Pay Rolls? 5 84.2 107.6 71.6 87.9 99.5 
Wholesale Grocery Index? : : 82.8 89.6 75.0 73.8 76.5 
Cost of Living? d 97.8 102.8 100.9 98.6 100.5 


‘McGill Index 


*Bureau of Labor *Estimated 


*National-American Wholesale Grocers’ Association 





lem involved the transition of production 

facilities from a peace to a war basis. 
Achievements to date are without precedent, and 
the battle of production, for all practical purposes, 
is definitely won. Now we face two more difficult 
problems, one just as important as the other, 
namely, a shortage of labor and inadequate trans- 
portation. By the end of this year approximately 
50 per cent of aggregate production will represent 
war materials — planes, ships, tanks, munitions, 
etc. War equipment is of little avail here. The task 
is to move men and equipment to points thousands 
of miles away. Then, too, consideration must be 
given to the vast distances of fighting fronts. 


A T THE OUTSET of World War II the initial prob- 


To understand fully the problem of transporta- 
tion, it is necessary to review briefly conditions 
over a period of years. Prior to World War I trans- 
portation facilities ruled far in excess of require- 
ments. There was no incentive to purchase new 
equipment and there was considerable deteriora- 
tion of idle cars. Naturally, the situation changed 
abruptly, and by 1917 there was an acute car 
shortage and fears of freezing and famine within 
the United States. Men, materials, and money 
solved the problem as the United States launched 
a tremendous program of car and ship building. 
After the war the available supply of cars and 
ships again exceeded demand by a broad margin. 
International competition was so severe that the 
great bulk of our merchant marine was tied up 
and left to rot. The great depression which started 
in late 1929 aggravated the transportation situa- 
tion in general, and during that period the rail- 
roads suffered and made little effort to purchase 
equipment in volume. Shipbuilding was more or 
less at a standstill. Hence, when World War II 
broke out, transportation conditions in the United 
States were not up to par. 
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Space will not permit a detailed treatise of the 
long chain of events which have occurred since 
September 1, 1939, and particularly since Decem- 
ber 7, 1941. The railroads are to be commended on 
an outstanding accomplishment in moving a tre- 
mendous amount of raw materials and finished 
goods without any sign of a breakdown. Overnight 
an unbelievable boom has materialized in ship- 
building, and only a shortage of steel plate is pre- 
venting production this year from exceeding the 
goal of 8,000,000 tons. From a surface standpoint 
there appears to be little to worry about, but the 
truth of the matter is that the general transporta- 
tion system is far more serious than is generally 
assumed. In the case of the railroads, carloadings 
have practically doubled since the low ebb noted 
in 1932, but have yet to reach the high peaks 
which exceeded 1,000,000 cars weekly many times 
in both 1928 and 1929. The reason why carloadings 
have not forged ahead at an even more rapid pace 
is largely attributable to the importance of truck- 
ing, which has gained a prominent place in the 
transportation situation over the course of the 
past two decades. A few figures portray an inter- 
esting picture: The index of truck loadings— 
1938-40 equalling 100—has increased from a low 
of 81 in early 1938 to a peak of 172.37 in October 
1941, and in the month of April this year totaled 
167.25, an increase of more than 100 per cent. 


The war has definitely cut off the importation 
of many vital commodities, one of which is rub- 
ber, a commodity that has proven of inestimable 
value in the development of power, the automo- 
tive industry, radio, airplanes, etc. There is great 
encouragement in the elaborate program for the 
development of synthetic rubber, but right now 
it is the element of time that counts, and hence, 
there is no alternative other than to inaugurate 
extremely rigid regulations over the production 
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and utilization of all types of rubber goods. Truck 
owners have been commanded to cut their mileage 
by 25 per cent, and this is just the beginning. This 
is obvious when it is realized that all the reserve 
rubber stockpile in this country today must be 
conserved for military use. The point is, that as 
time goes on shipments by truck will diminish, 
which will automatically throw more of the bur- 
den of transportation upon the railroads. 


The problem goes deeper than the question of 
trucks. It is a foregone conclusion that gasoline 
rationing will be severe throughout the country. 
While pleasure driving is definitely out, business 
vehicles will also be under pressure for a marked 
reduction in operations during the closing half of 
the year. This simply means a disruption in the 
normal personal habits of citizens and business. 
There will be no more “cross-hauling” by the rail- 
roads, no more sport specials, no longer will two 
trains leave one station for the same destination 
at approximately the same time. The one hope for 
any real relief is through the medium of the shift- 
ing of commuter travel to intercity busses, but 
here again the rubber status creates real uncer- 
tainty. It is physically impossible to curtail 
abruptly the operation of trucks and special cars 
without creating repercussions which must be ab- 
sorbed generally by the railroads. The point we 
wish to emphasize is that it will be exceedingly 
difficult for the railroads to move all the equip- 
ment that is necessary to keep pace with the war 
program. As we outlined last month, to date, only 
a relatively small proportion of total war appro- 
priations has been liquidated, and many months 
must elapse before war production reaches a peak. 


To anticipate any basic improvement in the 
ocean transportation situation is indeed wishful 
thinking. The daily launching of new boats for a 
total tonnage this year of 8,000,000 tons is gratify- 
ing, but ocean space commensurate with war pro- 
duction and exportation will not be available in 
volume before late 1943 or early 1944. That Axis 
submarine warfare in the Atlantic is effective can- 
not be denied, as around 300 ships have been sunk 
since the turn of the year. There can be no escape 
from an acute shortage of cargo space for an in- 
definite period, and this in turn means that even 
here the railroads must take up the slack as far as 
possible The obstacles so pronounced in World 
War I were hurdled in time, and this will likewise 
be the case in World War II, but the task is far 
from an easy one. 


Now is the time to study carefully inventories 
which will be needed in order to prevent any in- 
terruption in production schedules, and make 
every effort to discount delays in deliveries which 
at this time appear inevitable during the closing 
half of the year. The first signs of real difficulty 
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should develop during the third quarter, at which 
time it will be imperative to move the bumper 
1942 crops to primary markets. In summary, this 
country has already licked the problem of produc- 
tion. The problem of transportation will be taken 
in its stride, but conditions will be far from nor- 
mal. Therefore, the time is not far distant when 
priority in shipping will prevail. Defense indus- 
tries must and will be kept going at the expense 
of less essential industries. 


Commodity Price Trends 


We are progressing on the premise that in view 
of the tidal wave of Government spending as the 
war program unfolds, record-breaking employment 
and purchasing power, and diminishing supplies 
of consumer goods, a crisis in the price control 
plan will materialize by at least the fourth quar- 
ter of this year. Due to the fact that there are 
important elections this fall, we question whether 
the necessary steps will be taken to establish defi- 
nite ceilings on wage rates or farm prices. Every 
day of delay tends to endanger the success of the 
price control plan. It is our contention that by the 
end of the year price ceilings will be revised up- 
ward one by one and group by group. 


Drugs and Chemicals 


Prices are now plowing a sidewise course, re- 
flecting the price control plan. There can be no 
escape from a growing shortage of all drugs of 
foreign origin. One important development is 
noted in the broad stimulation in the production 
of quicksilver as a result of unusually profitable 
price levels. From a long range standpoint there 
is a strong indication that the price structure will 
move downward. 


Paper Products 


There is some alarm over the easing in the sta- 
tistical position of paper, particularly as regards 
paperboard and book and bond papers. Record- 
breaking production some months ago and heavy 
inventory stocking, followed by Government ac- 
tion to regulate inventories, have naturally caused 
a let-down. This should prove of a fairly tempo- 
rary character, as based on the present high rate 
of business activity not much time will be re- 
quired to use up reserves. The paper industry in 
general is by no means facing any prolonged 
slump, and by the late summer period there 
should be some renewal of buying which in the 
aggregate will be sufficient to check the produc- 
tion decline. Remember, the raw material situa- 
tion is by no means out of the woods. There is no 
immediate incentive to add to inventories as re- 
gards finished papers. However, watch carefully 
market conditions with the idea of capitalizing 
concessionary movements. 
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Cotton Goods 


Trade reports emphasize that the market in re- 
cent weeks has become slightly easier due to the 
restrictions on forward buying and inventory 
building. However, the operating rate of the in- 
dustry will be well sustained because of the sizable 
backlog of orders still to be liquidated. Then, too, 
the psychological factor engendered by recent 
Allied victories has also had the effect of curtail- 
ing forward contracting. However, the facts of the 
matter are that our armed forces are still expand- 
ing and civilian buying power is steadily increas- 
ing. Replacement demand for all finished cotton 
goods will continue unusually heavy even though 
there are restrictions on forward buying. 


Fuels 


Latest statistics show that consumers of bitumi- 
ous have been active in building up reserves in 
line with the WPB recommendations. Soft coal 
stocks in consumers’ hands on May 1 totaled 61,- 
832,000 tons, an increase of 4,611,000 tons from the 
month-earlier figure. Present stocks represent an 
average of 43 days’ supply at recent consumption 
rates. Dealer business has been relatively slow 
during the last few weeks because of the uncer- 
tainty of the adjustment plan under which rebates 
will be made on excessive costs. To date, the rail- 
roads have done an excellent job in moving huge 
supplies of coal, but the peak in railroad opera- 
tions is expected during the early fall at the time 
when farm crops must be moved to market. 


In regard to fuel oil, there has been a small 
seasonal increase in national stocks of both resi- 
dual and gas oils in recent weeks. However, sup- 
plies in the curtailment area are relatively small 
and the usual storage movement is being retarded 
this year because of the inability to move mate- 
rials in volume. Total oil deliveries to the East 
Coast are still falling short of demand, and basic 
essential requirements will be stepped up sharply 
next fall and winter. Tank car shipments to the 
curtailment area may reach as much as 800,000 
barrels daily within a few weeks’ time, but even 
with additional supplies being moved by pipeline 
and barge, the situation still leaves much to be 
desired. 


There is now some doubt as to whether ration- 
ing of gasoline will be extended throughout the 
entire country. However, because of the necessity 
for conserving tires, this program still represents 
the most effective way of reducing tire usage to a 
minimum. In any event, the full rationing pro- 
gram will not be instituted as early as July 15, 
whereas such a program appeared inevitable a 
short while ago. The East Coast area is still not 
receiving sufficient supplies to fill even basic es- 
sential requirements. Until tanker transportation 
once more become available, consumers must ex- 
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pect severe restrictions on the amount of gasoline 
and other petroleum products available. Present 
essential requirements are based on a reduction of 
60 per cent in the average use of gasoline per pas- 
senger car in the East Coast area. 


Groceries 


The broad advance in the Wholesale Grocery 
Price Index has been temporarily checked reflect- 
ing the force of the control program which in May 
established minimum prices at the highest point 
reached in March. The stage is set for a record- 
breaking production of foodstuffs in this country 
in 1942, but that will be offset by, first, heavy pur- 
chases by the Government for Army and Navy 
requirements; second, increased shipments abroad 
under the lend-lease act, and third, a high per 
capital consumption on the part of the masses 
which is in correlation with record-breaking em- 
ployment and purchasing power. 


Dairy Products 


At first glance the statistical position of butter 
appears to be topheavy. Cold storage holdings are 
far above the normal complement and the trend 
of production is now moving rapidly upward along 
seasonal lines. Prices have weakened but Govern- 
ment support and minimum prices will work 
against any radical price change. Higher markets 
are clearly indicated six to eight months hence. 
Egg production has continued to forge ahead to 
new all-time peaks. Meanwhile, cold storage hold- 
ings rule heavy and the seasonal peak is yet to be 
reached. It is primarily government support and 
the establishment of minimum prices which have 
prevented prices from reaching substantially 
lower ground. We predict that prices will hold 
more or less on a sidewise course during the early 
summer period, followed by a slowly rising price 
trend during the closing months of the year. 
While no sharp price decline is in prospect for 
cheese, still there is no incentive to negotiate im- 
mediately for heavy inventories. The records show 
that cold storage holdings have increased and are 
now substantially above the normal complement. 
Production is moving upward and will not reach a 
peak for several months. We realize that Govern- 
ment purchases will continue on an increasing 
scale and civilian purchasing power is sufficient 
to encourage a higher per capita consumption. 


Summary 


The upward rise in commodity prices has and 
will be slowed up, but the movement has by no 
means been stopped. Higher prices will be neces- 
sary in order to maintain sufficient profit margins 
to encourage maximum production. Meanwhile, 
the underlying trend of the cost of living will plod 
slowly yet steadily upward. 
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State Program for Care of Mental Patients 


CHARLES L. SHERWOOD 


the World War, a building program had been 

proposed to provide increased facilities to 
care for mental patients in the State of Ohio. The 
outbreak of the war has caused a delay in the 
carrying out of this program. Priority rulings on 
critical building materials by the Government has 
made the drawing of new designs necessary for 
required facilities. 


Pp to the entrance of the United States into 


When I refer to a program, I have in mind the 
building plans the State of Ohio should attempt— 
the enlarging of present facilities for mental pa- 
tients rather than the building of new institutions. 
We have nine state hospitals at the present time, 
three institutions for feeble minded and six hos- 
pitals for mentally deranged. We have tried to 
divide the different types for admission. We are 
attempting to admit the alcoholic now, many of 
whom would be helped by institutional care and 
possibly would be more able to fight their own 
battles. We have a current list of 3000 feeble 
minded. We are taking them into our institutions 
as fast as we can. We can only modify and alter 
the facilities which we have, but we are attempt- 
ing, with the cooperation of the medical profes- 
sion, to make available accommodations in our 
institution for urgent cases. 


Shortage of Hospital Personnel Has 
Become Critical 


We are facing another situation which is even 
worse than the postponing of plans for increasing 
facilities. We have a shortage of personnel in our 
hospitals. This is to a great extent due to present 
day conditions. We have about forty in our present 
hospital service who are eligible for military service 
and who will be called before another six months, 
assuming that the war goes on that long. If the 
procurement of professional men and women goes 
on we are going to be in a most appalling situation 
as far as professional care in our hospitals is con- 
cerned. 


I had a call from one of the superintendents and 
he asked if he could appear before the Draft Board 
and ask for deferment of his two younger physi- 
cians. I told him he could appeal. But I think I 
know what the answer will be. He will not be suc- 
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cessful in obtaining his request. We all realize that 
the needs of our armed forces must receive first 
consideration, so our program now is to do the 
best we can from day to day until this war is over 
and we can start picking up some of the threads 
of our proposed program again. 


At present, the nursing service is more handi- 
capped than the medical service, for more nurses 
have left than doctors. One of our hospitals which 
had thirty-six nurses today has only five. Another 
hospital has only one graduate nurse. The salaries 
paid to nurses in our state hospitals are not large, 
so enlisting for service in the Army or Navy does 
not involve much of a financial loss, as a result, 
state institutions have lost an unusually large 
number of nurses. 


We have written to the Procurement and As- 
signment Service and explained the situation in 
detail, and have asked for their cooperation. We 
are bound to carry on, but it is not easy. There are 
old cases which should be reinstitutionalized, and 
the sad part of it is that there are so many new 
cases needing care. 


High Type of Service in Mental Hospitals 


There is one side to the picture of the care of 
mental patients in Ohio that is encouraging and 
gives renewed hope. It indicates the high type of 
service rendered by our professional and non- 
professional personnel in spite of the over-crowd- 
ing and the under-staffing of our institutions. 
When we study the statistics of over-crowded in- 
stitutions that are under-staffed as a whole we 
find rather amazing results. We are down near the 
bottom of the list in personnel, with a capacity 
load of patients, down in salaries for employees, 
and in spite of all that, last year Ohio was one of 
the leading states in the Union in discharge of 
patients in penal hospitals classed as recovered or 
improved. This can only be attributed to those in 
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charge. One of the hospitals discharged 76 per cent legislature will have a vivid realization of what 
of the population based upon first and readmis- should be done in the Department of Public Wel- 
sions, which is an all time high for Ohio, and the fare, and provide the facilities and modern devices 
United States. With an inadequate staff of per- for improvement and cure of those who are ad- 
sonnel, facilities, and nurses, they did not dis- mitted to our care. Until that goal is reached it 
charge their patients just to get rid of them, be- seems to me we can only carry on as we are. 
cause these patients can come back. Fifty-two per People of Ohio do not know enough about our in- 
cent of the 76 per cent were discharged as cured, stitutions. When we have visitors they are taken 
and 24 per cent as improved. This is a miraculous into the best wards, they do not see the complete 
achievement in light of how the personnel have picture. I hope I will see the day when we will 
to work, with conditions more gloomy today than meet this problem of the care of our mentally ill 
ever in the history of the State. patients more intelligently and more honestly. 
We can only hope for the day to come when our We have never met this problem squarely. 
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A Surgeon's Prayer in Wartime 


Colonel John J. Moorhead, the eminent New York surgeon, Professor of Surgery of the New York Post- 
Graduate School of Medicine, a veteran Commander of a Base Hospital in France during the first World’s 
War, arrived in Honolulu on December 5, 1941, to deliver a series of lectures before the Medical Faculty 
of Honolulu. Two days later, on December 7, Pearl Harbor was attacked. He again became a Surgeon in 
the Army and for the weeks that followed operated on the wounded soldiers and sailors in Tripler Hos- 
pitals as he had twenty years before in the hospitals with the A.E.F. during the Marne, Soissons, and Ar- 
gonne campaigns. His tribute to the surgeons and nurses in Hawaii, their courage and efficiency, was as 
eloquent as it was merited. The mortality among the wounded operated was 3.8 per cent, a surgical 
achievement that has never been equalled. On Christmas night in the midst of a blackout Colonel Moor- 
head wrote this Surgeon’s Prayer. 


God of Battle, grant that the wounded may 
swiftly arrive at their hospital haven, so that the 
safeguards of modern surgery may surround them, 
to the end that their pain is assuaged and their 
broken bodies are mended. 


Grant me as a surgeon, gentle skill and intelli- 
gent foresight to bar the path to such sordid 
enemies as shock, hemorrhage and infection. 


Give me plentifully the blood of their non-com- 
batant fellow man, so that their vital fluid may 
be replaced and thus make all the donor people 
realize that they, too, have given their life’s blood 
in a noble cause. 


Give me the instrument of my calling so that 
my work may be swift and accurate; but provide 
me with resourceful ingenuity so that I may do 
without bounteous supplies. 


Strengthen my hand, endow me with valiant 
energy to go on through day and night; and keep 
my heart and brain attuned to duty and great 
opportunity. 

Let me never forget that a life or a limb is in my 
keeping and do not let my judgment falter. 

Enable me to give renewed courage and hope 
to the living and comfort to the dying. 


Let me never forget that in the battles to be 
won, I too must play my part, to the glory of a 
great calling and as a follower of the Great Phy- 
sician. 
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Blood and Plasma Bank at John Gaston Hospital 


L. W. DIGGS, M.D. AND JEANNETTE SPANN, A.B. 


ITH THE NATION at war and preparations 
Wi civilian defense urgent, it is impera- 

tive that every general hospital provides 
adequate facilities for the collecting, storing, and 
dispensing of whole blood and plasma. In case of 
increased demands for plasma for military use or 
for civilians in combat areas general hospitals may 
be expected to serve as collection centers and as 
depots of a reserve supply of plasma. 


Blood and plasma banks are also needed to sup- 
ply the every day demands of hospital patients and 
are particularly needed in charity hospitals to 
make blood in adequate quantities available to the 
indigent sick at a minimum of cost to the taxpayer. 
Tornadoes, fires, explosions, vehicular accidents 
and other local catastrophies create emergency 
demands which can only be met by having blood 
on reserve. In epidemics pooled human plasma 
and convalescent serum are needed. 


Hospitals contemplating the starting of blood 
and plasma bank or making changes in their trans- 
fusion program can profit much by the experience 
of units already in operation. A description of the 
blood and plasma bank of the John Gaston Hos- 
pital, which is a charity hospital having 550 beds, 
is given with the hope that it will be of help to 
others. Features of our bank are: (1) continuous 
operation for more than 4 years, (2) approxi- 
mately 250 transfusions of whole blood and 60 
transfusions of plasma given per month, (3) rela- 
tively simple and inexpensive procedures, and (4) 
inexpensive home-made equipment. 


Physical Plant and Equipment 


The bank is housed on the sixth floor near the 
elevators in a series of rooms originally planned for 
other activities. The arrangement of these rooms 
and the location of equipment are given in Figure 
1. Benches for donors are provided in the hall. 
Distilled water for rinsing sets is brought up in 
carboys from the central supply room. 


When the bank started the blood was stored in a 
9 cubic foot domestic refrigerator. Later a 35 cubic 
foot, four-door electric refrigerator, commercial 
model, with adjustable shelves and equipped with 
recording thermometer and warning signal lights 
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was purchased. At the end of the fourth year it 
was necessary to purchase an additional two door, 
25 cubic foot box. At present the small refrigera- 
tor is used for storing the cells and sera for typing 
and cross matching, Figure 2, the large refrigerator 
for storing the blood and plasma ready for dispens- 
ing, Figure 3, and the medium sized refrigerator 
for the storage of blood after collection and until 
the typing and laboratory tests are completed. 


The preparation room is so arranged that the 
washing and preparation of sets proceeds in an 
orderly sequence. The sets are prepared on a util- 
ity table near the last sink using supplies from a 
cabinet across the aisle. After autoclaving the tak- 
ing sets are placed on a platform beneath the tak- 
ing tables and the giving sets placed on a wall 
stand near the dispensing refrigerator. A bin on 
wheels serves as a collection unit for utensils. 


Plasma is processed in a closed cubicle equipped 
with an air filter, sterilamp and a desk with out- 
lets for gas, electricity, and suction. 


Other permanent equipment includes two “tak- 
ing” tables with movable and flexible sloping arm 
boards, Figure 4 H, two mechanical shakers, Fig- 
ure 4 I, two utility tables, surgical carriage, 
stretcher, electric sterilizer, microscope, filing cab- 
inet, card index file, desk, phone, small centri- 
fuge, floor lamps, chairs, stools and wall stands. 
The utility tables are equipped with tilted shelves 
for the surgical jars, Figure 4 J. 


Supplies and Methods 
Sodium citrate, reagent grade (Merck) is used 
as an anticoagulant. The citrate is weighed and 
placed by the pharmacist in paper packets of 25 
grams each. Each day 3000 cc. of 2.5 sodium citrate 
solution is made up with freshly distilled water in 
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Figure 1—Floor plan of the blood bank at the John Gaston 
Hospital. (REF) Refrigerator; (C) Cabinet; (S) Sink; 
(D) Drain Board; (T) Table; (D.T.) Donor’s Table; 
(L) Floor Lamp; (L.B.) Laundry Basket; (Rad.) Radiator. 


the central supply room. The solution is filtered 
through previously washed filter paper, capped 
and immediately autoclaved. 

The taking set consists of a quart milk bottle 
containing 100 cc. of 2.5 per cent sodium citrate 
and closed by a two-hole rubber stopper. In one 
hole of the stopper there is a glass tube loosely 
plugged with absorbent cotton which serves as an 
air outlet. In the other hole there is a six inch 
glass tube to which is attached 18 inches of % inch 
transparent rubber tubing. A glass adapter is at- 
tached to the end of the tubing. The adapter is 
protected with a square of gauze held by a rubber 
band made from old tubing, Figure 4 D. A piece 
of coiled spring wire around the outside of the 
rubber tubing is used to keep the tubing from 
kinking and sticking at the point of juncture with 
the glass tubing, Figure 4 B. The assembled bottle 
containing the citrate is placed in a cotton cloth 
sack and autoclaved. 

The needles for the taking of the blood are 14 to 
16 gauge, 2 inches long with long (veterinary) 
bevels. A new type of glass adapter and needle* 
has been developed. The adapter fits on the out- 
side of the needle hub, Figure 4 C. The flow of 
blood through this type of equipment is faster than 
through standard types, the percentage of success- 
ful collections is comparable to other types, and 
the adapter is easier to clean and the breakage dur- 
ing venipuncture and during cleaning is less. The 
needles are placed in dry test tubes with con- 
stricted sides, Figure 4 A. These needle tubes are 
made by heating ordinary serological tubes over a 
flame and mashing in the sides with a hemostat. 


When the blood is collected, the area to be punc- 
tured is cleaned with iodine and alcohol, a little 
novocaine is injected, the tourniquet is applied, the 
sterile needle attached to the taking set and the 
venipuncture done. The blood is allowed to run 
down hill into the bottle containing the sterile 
citrate. A shaker oscillating at 60 strokes per min- 
ute gently agitates the blood as it runs in. No suc- 
tion is needed. Surgical drapes, gloves, gowns and 
masks, knives and sutures are not used. 


*This needle and adapter are not yet available for general use. 
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After 500 cc. of blood have been collected, the 
bottle is raised above the level of the donor’s arm, 
the tube allowed to fill completely with blood and 
two hemostats applied to the tubing. The tourni- 
quet is now loosened and the needle withdrawn. 
The operator looks after the donor while the as- 
sistant takes the bottle of blood to the sink where 
the stopper with its attached tubing is removed 
and a sterile stopper with a paper cover substi- 
tuted. The blood in the tubing is collected in two 
terile test tubes, Figure 5, one of which is sent to 
the central laboratory for serologic test and the 
other kept in the blood bank laboratory for typing 
and cross matching. The bottle of blood is labeled 
and immediately placed in the refrigerator where 
it is kept at 2° to 6° C. Routine cultures are not 
made, for it has been found that the blood col- 
lected by the closed citrate method is usually ster- 
ile and that refrigerated blood is bacteriostatic. 


The needle and glass adapter after having water 
run over them are soaked in hydrogen peroxide 
to loosen remaining blood or fibrin and are cleaned 
later with a little cotton on an applicator stick. 
All needles are sharpened after each use by the 
technician in charge. 

The rubber tubing from the taking set is cleaned 
in much the same way that a gun barrel is cleaned 
by passing through the tube a long wire bent at the 
end to which is hooked a piece of gauze. Figure 4 G. 

The funnels used for filtration of blood are made 
of aluminum, are 6 inches in diameter and are cov- 
ered with 8 layers of surgical gauze. The gauze is 
held in place by a rubber band. The assembled 
filter is wrapped in a cotton cloth and autoclaved. 

The giving set consists of a 700 cc. Kelly flask to 
which is attached 5 feet of transparent rubber tub- 
ing with a metal hose-to-needle adapter at the dis- 


Figure 2—Small refrigerator used for keeping pilot tubes 
used for typing and cross matching 
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Figure 3—Refrigerated blood in milk bottles 
ready for dispensing 


tal end protected by a gauze square held by a rub- 
ber band. A screw clamp is placed on the tubing. 
The mouth of the flask is plugged with gauze. The 
assembled set is placed in an enamel pan, wrapped 
in a cotton cover and autoclaved. 


When the blood is to be administered it is fil- 
tered into a sterile Kelly bottle and immediately 
taken to the ward. The blood is not heated artifi- 
cially. The needle used for the recipient is a 19 or 
20 gauge. Using this size needle, the time to ad- 
minister 500 cc. of blood is usually 30 minutes. 


When the giving sets are returned from the 
wards they are taken apart as soon as possible and 
the metal adapters washed and placed in hydrogen 
peroxide. The rubber tubing is attached to a 
spigot and cold water allowed to run through for 
15 minutes. 


All glassware and funnels are washed in green 
soap and water at the first sink, then rinsed eight 
times in tap water at the second sink. At this point 
the taking and giving sets are reassembled, rubber 
tubing and adapters attached, and the set taken to 
the third sink for the final four rinsings in dis- 
tilled water. Once the initial washing is begun an 
attempt is made to carry all supplies through the 
autoclave as soon as possible to prevent the growth 
of bacteria and fungi. 


New rubber tubing is soaked in 5 per cent so- 
dium hydroxide for 24 hours after which it is 
thoroughly rinsed with tap and distilled water. 
New rubber stoppers are soaked for 24 hours and 
boiled for one hour in 5 per cent sodium hydroxide, 
then boiled in several changes of distilled water. 


Personnel 


The bank is in charge of a full-time technician 
who in turn is responsible to the director of the 


62 


clinical laboratories. The technician is responsible 
for the preparation of sets, for the laboratory tests, 
the preparation of typing sera, the processing of 
plasma, the bookkeeping and the training of all 
personnel. Student nurses rotate through the bank 
one at a time at one week intervals and assist in 
the collection of blood and in the preparation of 
supplies. A maid does the general cleaning and 
assists with the preparation of sets. 


The blood is collected by the ward interns, each 
intern being responsible for the collection of blood 
for his own patients. The ward interns also give 
the transfusions. The cross-matching of blood of 
donors and recipients and the dispensing of blood 
from the refrigerator to the ward interns is done 
by two laboratory interns who are assigned to the 
blood bank as a part of their laboratory duties dur- 
ing the first month of their rotating service. One 
laboratory intern is on call at all hours. 


Another full time technician or graduate nurse 
is needed in our set-up to supervise the activities 
of student nurses and interns at night and on 
week-ends. 

Donors 


Almost all of the blood is furnished by friends 
and relatives of patients who need transfusion. 
Professional donors are not used. Patients with 
polycythemia, hypertension and acne are some- 


times sent in by their physicians for bleeding and 
there are occasional volunteers. 


It is the policy of the bank to collect at least 
three bottles of blood for each contemplated trans- 
fusion, for the patient may need multiple transfu- 
sions, some of the blood has to be discarded due to 
syphilis, hemolysis, or aging, and some patients 
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Figure 4—Equipment and supplies used at the John Gaston 
Hospital. (A) Sterile needle tube; (B) Coiled wire for 
protecting tubing; (C_.) Needle with long bevel and with 
tapering hub over which cylindrical glass observation tube 
fits; (D,.) Rubber bands made from discarded tubing and 
used for holding gauze over adapters; (E) Milk bottle 
used for collection and storage of blood and plasma; (F ) 
Kelly bottle used for giving blood; (G) Hooked wire for 
cleaning tubing ; (H_ ) Taking table with sliding and flexible 
arm board; (I) Mechanical shaker; (J) Tilted rack for 
surgical jars. 
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cannot furnish donors. Nothing is paid for the 
blood and no charge is made when a transfusion is 
given. The donors are not asked to sign any pa- 
pers, but an attempt is made to explain to them 
that the bank is a cooperative institution operated 
by the hospital for the benefit of charity patients 
and that any blood donated will be used at the 
discretion of the hospital staff. So far there have 
been few complaints against this system and no 
legal complications. 

Collections are scheduled on five afternoons a 
week and the hours are between 6 and 10 p.m. four 
nights a week, but we cannot strictly adhere to 
these hours. Our donors come when they can get 
off from work and when they can get transporta- 
tion. The majority of the donors come in the early 
hours of the night and on week-ends. 

Donors who have given blood recently or who 
give a history of syphilis, intravenous treatments, 
malaria or acute infections are not used. Physical 
examinations, hemoglobin estimations, and pre- 
liminary serologic studies are not made, for there 
is insufficient staff to make these examinations. 
Serologic tests are run after the blood is taken. 
Approximately 30 flasks of blood are discarded 
each month because of positive serology. The eat- 
ing and drinking of the donors cannot be con- 
trolled and no attempt is made to have donors 
come without eating. 

When a patient needs biood the nurse in charge 
of the ward contacts relatives and friends who ar- 
range for 3 to 5 donors to come to the hospital. 
The donors report to the ward; their names are 
entered on the patient’s transfusion sheet. The 
honors are held on the ward until the intern is 
available to collect the blood, then they are sent 
to the bank. The most suitable donors are selected, 
it being left to the discretion of the intern which 
donors he uses and how many. 

The amount of blood donated is recorded on the 
patient’s transfusion sheet. After the blood is col- 
lected the donor is placed on a stretcher for 15 
minutes or longer. When all of the suitable donors 
in a given group are bled, they are sent back to the 
ward where they are given milk or fruit juice. 

When a transfusion is to be given, a request is 
sent to the bank laboratory. The laboratory intern 
assigned to the bank gets a specimen of blood from 
the patient and types the blood and cross matches 
it with the oldest blood of that type. When a com- 
patible blood is found, it is placed on reserve and 
the ward intern notified that the blood is available. 
He comes to the bank, receives the proper bottle, 
filters the blood into a Kelly bottle and takes it to 
the ward where it is administered. 


Blood Plasma 


Blood plasma is a by-product of our bank, being 
removed from the bottles of blood which have not 
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been used within eight days after collection. From 
200 to 300 cc. of citrated plasma are obtainable by 
the sedimentation method from each bottle of 
blood. Five hundred cc. of plasma are pooled in 
each bottle. An attempt is made to mix the blood 
groups but this is not always possible. 

The equipment used to process the plasma con- 
sists of three units autoclaved separately. These 
are: (1) a sterile bottle assembly similar to that 
used for collecting blood except that it contains 
10 cc. of 0.5 per cent merthiolate instead of citrate 
and has an 18 inch piece of rubber tubing attached 
to each glass tube in the two-hole rubber stopper; 
(2) sterile glass tubes, 13 inches in length which 
have been thrust through 8 layers of surgical gauze 
cut in 4 inch squares, and (3) sterile stoppers with 
paper covers. The aspirating tube is attached to 
the inlet tube of the collection bottle and the other 
tube connected to a negative pressure valve. The 
stopper of one of the bottles of settled blood is 
removed and the sterile tube lowered into the 
plasma, the tip being kept just above the red cell 
layer. The gauze spare protects the mouth of the 
blood bottle against bacterial contamination. The 
plasma is aspirated by means of suction into the 
plasma bottle. After the collection is completed 
the two-hole rubber stopper is removed and a solid 
sterile stopper with paper cover substituted. 

Cultures of plasma are not made. The pooled 
plasma is stored in the refrigerator until called for. 
Before being given it is filtered through the same 
type of filter as is used for whole blood and given 
in the same way. Plasma is not cross matched be- 
fore being given, and it is not heated. Centrifuga- 
tion, freezing, and drying of plasma are considered 
to be unnecessary procedures for our hospital. 


Reactions 


Each day the laboratory intern goes to the wards 
and checks the reactions to blood transfusions 
given on the previous day. Reactions are classified 
as severe (mismatched blood, jaundice, anuria, 
shock, etc.), chills and fever, fever without chill, 
allergic and doubtful. The percentage of reactions 
in the first three categories during the first four 
years of operation was 6.6 per cent. Allergic reac- 
tions occur in approximately one transfusion in 
one hundred. 

Reactions to liquid plasma during the 28 months 
in which plasma has been used have been 1.5 per 
cent. There have been no serious reactions with 
plasma. 

Bookkeeping 

The bank maintains a bookkeeping system in 
which data relating to the donor, the character of 
the blood, and the results of laboratory tests are 
recorded. Each donor has a card which serves as a 
record of his blood. Each patient who receives a 
transfusion has a transfusion sheet on which are 
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Figure 5—Collection of blood remaining in tubing for 
tests for syphilis and for typing and cross matching 


recorded the names of donors, the amount of blood 
each donated, the amount of blood the patient re- 
ceived and the reaction. 

Special labels with machined serial numbers are 
used for bottles and a corresponding serial number 
is used for the test tubes containing the blood for 
laboratory tests. 

The laboratory intern maintains a book in which 
is recorded the patient’s name and type, the ward, 
the intern in charge of the patient, the number of 
the bottle of blood that is compatible and the sig- 
nature of the examiner. 

Each intern has an account with the bank and all 
balances are maintained with individual interns 
rather than with services or patients. The intern’s 
balance book is maintained by the technician. We 
depend on the intern to keep balance with his own 
patients. When the intern puts blood in the refrig- 
erator he is given credit; when he removes blood 
he is charged with the amount removed. When 
blood is for any reason discarded, the intern who 
collected it takes the loss. 

A separate account of plasma credit and debit is 
kept with each intern. Shortages of plasma are 
canceled by replacing with whole blood. 

When a portion of a bottle of blood is used, the 
intern who “splits” the blood becomes responsible 
for the rest of the blood in the flask and stands the 
loss if the blood remaining in the bottle has to be 
discarded for any reason. 

When the intern changes service, his credit goes 
with him, but any blood he has collected from a 
patient still in the hospital is available for that 
patient if needed. When an intern finishes his in- 
ternship the intern who follows him on the same 
service takes over the credit or debit when the out- 
going intern leaves. A posting of each intern’s 
blood standing is made each day on a bulletin 
board where all can see and this helps to keep indi- 
viduals from getting too far behind or from build- 
ing up an unhealthy reserve. 
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In spite of a generous credit policy and frequent 
runs on the bank, the bank has never been bank- 
rupt. Usually there are 50 to 100 bottle of blood 
on hand. A smaller number would not supply 
blcod of all types and a larger number would lead 
to too great a loss due to aging. 


It has been the policy of the bank to build up the 
concept that the bank belongs to the patients and 
to the house staff. When questions relating to in- 
terns have come up, meetings have been called and 
suggestions from interns adopted or tried out. The 
bank does not try to make them keep out of debt 
nor does it worry the interns about keeping the 
refrigerator filled. We depend on the needs of the 
patients and the desire of the doctors to serve as 
the driving force back of the whole project. 


Summary 


At the blood and plasma bank of the John Gas- 
ton Hospital in Memphis, a charity hospital with 
550 beds, approximately 250 blood transfusions and 
60 plasma transfusions are given each month. The 
bank is housed in four rooms with space provided 
for cleaning of equipment, preparation of sets, col- 
lection of blood, storage and dispensing of blood, 
plasma processing and laboratory tests. The per- 
sonnel includes one full time technician, one full 
time technical assistant, two laboratory interns 
and one student nurse. The blood is collected by 
ward interns by the gravity and closed citrate 
method into milk bottles and stored at 2° to 6° C. 
Blood that is not used within 8 days is processed 
as plasma, using a simple aspiration technique. 
Plasma from 2 to 3 blood specimens is pooled in 
500 cc. amounts and preserved by merthiolate and 
refrigeration. Whole blood and plasma before be- 
ing given is filtered through surgical gauze into 
700 cc. Kelly bottles, and is given without heating 
by the gravity method. Febrile reactions with 
whole blood have been 6.6 per cent and with 
plasma 1.5 per cent. Home-made equipment in- 
cludes taking tables with movable and flexible 
arm board, mechanical shakers, tilted shelves for 
surgical jars, spring wire coils around tubing to 
prevent kinking, bent wire for cleaning tubing, 
test tubes with constricted sides for needles and 
rubber bands made from discarded rubber tubing. 


The bookkeeping system includes a perforated 
label with machined serial numbers for the bottle 
of blood and for the tubes used for laboratory 
tests, a card on which data relating to the donor 
are given on one side and to the recipient on the 
other, a transfusion sheet attached to the patient’s 
record, a laboratory sheet and an intern’s balance 
sheet. 





Appreciation is expressed to J. F. Ward and to the Board of 
Trustees of the John Gaston Hospital for their cooperation, to the 
Memphis Chapter of the American Red Cross and to individual 
contributors for financial assistance and to the constant and effi- 
cient support of nurses, technicians, and intern staff. 
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Commissions in the Medical Administrative Corps 


The American College of Hospital Administra- 
tors has been energetically insisting that provi- 
sions be made for the commissioning of lay hos- 
pital administrators in the Medical Administrative 
Corps of the United States Army. 


The following letter from Dr. Lucius R. Wilson, 
president of the American College of Hospital Ad- 
ministrators, advises the procedures to be followed 
in obtaining a commission in the Corps: 

After conferences and communications dur- 
ing the last two months with the Surgeon 
General’s Office in Washington, I have been 
advised that provisions have been made for 
the commissioning of lay hospital administra- 
tors in the Medical Corps of the Army of the 
United States. 


In order to obtain such a commission, it will 
be necessary to follow one of the following 
procedures depending upon classification. 


1 Hospital administrators under thirty years 
of age who are subject to the draft may wait 
until they are inducted into the Army and at 
that time apply for an assignment to the Med- 
ical Department to attend the Medical Ad- 
ministrative Corps School at either Carlisle 
Barracks, Pennsylvania, or Camp Barkeley, 
Texas. After three months in school and upon 
satisfactorily completing the course, a com- 
mission will be granted. 


2 Administrators under thirty years of age 
who at present are not subject to induction 
into the Army may ask for induction and then 
follow the same procedure as those who are 
subject to the draft. 


3 Men in class 3-A may ask for induction 
into the Army for the special purpose of being 
assigned to the Medical Department and sent 
to the Medical Administrative Corps School. 


4 Administrators above thirty years of age 
are eligible for commissions but should apply 
directly to the Surgeon General’s office in 
Washington. If accepted they will be sent to 
Camp Grant or some other place for a one 
month’s course of instruction. 


The commissions offered range from Second 
Lieutenant to Captain depending upon ex- 
perience, ability, and general qualifications. 
Only a limited number of commissions are 
available to lay administrators, so it is obvious 
that those who apply first will be given prior 
consideration. Commissions will be granted 
for service in the following capacities: 
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Mess Officer 
Medical Supply Officer 
Adjutant and Assistant Adjutant 
Assistant Executive Officer 
Assistant Hospital Inspector 
Lucius R. Wilson, M.D., 
President 





Lay hospital administrators will be greatly in- 
terested in the Bill just introduced in the Senate 
of the United States on June 18 by Senator 
Thomas of Utah, and which has been referred to 
the Committee on Military Affairs. 


77th CONGRESS 
2p SESSION 


S. 2605 


IN THE SENATE OF THE UNITED STATES 


JUNE 18, 1942 


Mr. Thomas of Utah introduced the following bill; 
which was read twice and referred to the 
Committee on Military Affairs 


A BILL 


To authorize temporary appointments in the 
Army of the United States of officers on duty with 
the Medical Administrative Corps. 


Be it enacted by the Senate and House of 
Representatives of the United States of Amer- 
ica in Congress assembled, That in time of 
war or national emergency determined by the 
President any officer of the Medical Adminis- 
trative Corps, commissioned in the Army of 
the United States or any component thereof, 
may be appointed by the President to higher 
temporary grade, not above the grade of 
colonel,, without vacating any appointment 
held by him at the time of such temporary 
appointment. All officers so appointed shall be 
commissioned in the Army of the United 
States and shall receive the pay and allow- 
ances of the grade to which temporarily ap- 
pointed: Provided, That any appointment 
made under the provisions of this Act may 
be vacated at any time by the President and, 
if not sooner vacated, shall continue for the 
duration of such national emergency or for 
the duration of the war and six months there- 
after. 


If this Bill—S.2605—becomes a law, officers of 
the Medical Administrative Corps may continue 
up to and including the grade of Colonel. 
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The | Pe Oo 1942 


The hospitals owe a deep sense of gratitude to 
the Joint Advisory Committee of the American, 
Catholic, and Protestant Hospital Associations. 


Since the first publication of the recommenda- 
tion of the Treasury Department to limit gifts to 
hospitals and other institutions and to tax hospital 
income, and for some time before its announce- 
ment, the Joint Advisory Committee worked dili- 
gently and efficiently to present before the Ways 
and Means Committee sound reasons why these 
two recommendations of the Treasury Department 
should not be enacted into law. 

The first and most important recommendation is 
the limiting of the amount of the gift to educa- 
tional and charitable institutions, including hos- 
pitals, to a total of $30,000, the remainder to be 
subject to gift, transfer, and estate taxes. The 
effect of such a law on gifts to hospitals can be 
easily understood; there would be few if any size- 
able gifts or bequests made to our institutions. 
The Ways and Means Committee, in their wisdom, 
and in their appreciation and understanding of the 
way in which our voluntary universities, colleges, 
hospitals and homes have been established and are 
today supported, did not approve the Treasury 
Department’s recommendation. 


The second recommendation, to tax the income 
of the hospitals derived from business and activi- 
ties not directly connected with the operation of 
' the charity, was not approved. 


The accomplishment of the Joint Committee in 
this instance is comparable in importance to the 
work of the committee of the American Hospital 
Association led by the Honorable Richard P. Bor- 
den in securing the exemption of hospitals from 
taxes on gifts and bequests twenty years ago. 
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V0 Sacrifice of the Tncsdbiodls 
of Hospital oe 


Hospitals are making determined efforts to 
maintain acceptable standards of hospital service. 
So far, in spite of reduced medical and nursing 
personnel and serious scarcity of technical and 
lay workers, their efforts have been successful. 


As further depletion of professional and lay 
workers may be anticipated, many hospital serv- 
ices will be confined to providing the patient care 
needed, and many desirable but not essential 
services will be curtailed or eliminated. 


The medical and nursing staffs will have more 
patients under their care. In the nursing service 
many duties performed by registered nurses will 
be assigned to student nurses and volunteer 
nurses’ aides, under the competent supervision of 
graduate nurses. Many services which in normal 
times have been rendered by interns and residents 
will be entrusted to trained graduate nurses— 
again under competent supervision. 


The patients will understand and accept the 
changing order without complaint, if the hospital 
authorities will explain the situation and request 
their cooperation. Many who will ask for private 
duty nurses will willingly accept the floor nursing 
service when the difficulty in securing private 
nurses is explained to them. 


This by no means suggests the lowering of satis- 
factory standards of hospital service. It does sug- 
gest a partnership between patient and physician 
and nurse which will insure the needed care to 
return the patient to health, with a minimum loss 
of time, and without the sacrifice of any reason- 
able standard of hospital service. 





A Poncering Opportunity 


Almost all of the voluntary hospitals in Amer- 
ica pride themselves on the fact that they have 
been established “without regard to race, creed, 
or color.” This is the soundest of all public health 
principles. It is, indeed, the starting point of a 
good public relations program for any hospital. 
Apart from the humanity for which these words 
stand, they tell us that no section of a community 
can hope to survive in comfort, free of infectious 
diseases, while its neighbors are permitted, for any 
reason at all, to remain underprivileged. 


These thoughts are prompted by the efforts of a 
group of public-spirited citizens of the Negro Har- 
lem community of New York who have presented 
an argument—appearing elsewhere in this issue in 
condensed form—for the establishment, at long 
last, of a voluntary hospital in a section of our 
great American metropolis which is at once a 
purgatory for many of its inhabitants and a para- 
dise for the social worker. They are pathetically 
aware of their limitations, but are also alive to 
the intensity of the need, from their own point 
of view and from the point of view of their more 
fortunate white neighbors. They know what a 
beneficent influence a voluntary hospital can exer- 
- cise in a modern community, but make no direct 
appeal to any but their own in the establishment 
of such a worthy enterprise. 

A number of abortive attempts of a similar na- 
ture have been made in the past. Several years 
ago we commented in these columns on the efforts 
made by the Reverend Amos H. Carnegie whose 
Utopian ideas proved to be too fantastic for the 
majority of people. No less an authority than Dr. 
S. S. Goldwater supported a group some twenty 
years ago headed by Dr. Peter Murray and others, 
who sponsored such a hospital for the reasons set 
forth by the present group. Substantial Negro 
support was lacking at that time and the project 
lapsed for many. years. 

The establishment of a voluntary hospital in the 
Harlem section is a heart-warming adventure for 
the energetic pioneer. Every wholesome effort 
which is made on the frontier promises reward. 
It would be a dream come true for many who have 
had to live on nothing but dreams. It would do 
more for the morale of this Negro community, and 
stimulate similar efforts elsewhere, than any other 
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single philanthropic effort. It may be doubted that 
a Negro population can sustain such an establish- 
ment unaided, either financially or with the per- 
sonnel which such a scientific institution would 
require. It is all the more necessary that neighbor- 
ing communities take an interest in the project 
and help bring it into being as an elementary mat- 
ter of mutual aid. 


This entire subject deserves a prominent place 
on the agenda of hospital meetings and everyone 
in a responsible position, “without regard to race, 
creed or color,” should be invited to the council 
table to the end that ten per cent of our popula- 
tion may eventually enjoy equal rights with the 
other ninety per cent in all matters relating to 
public health. No civilized community should be 
willing to accept anything less, no matter how 
great the cost or how difficult the times. 

—E. M. B. 





++ 


» 3 _ Ube of Hospital 
Facililtes 


The demand for hospital services is taxing the 
facilities of a large majority of hospitals in this 
country. This is particularly true in the war indus- 
try centers, and in other metropolitan areas. 


The influences back of this are many and varied: 
The trend of population from the country and 
rural towns to war production cities; congested 
and unsatisfactory housing; living environment 
not conducive to good health; and long hours of 
work and of travel to and from the plants. 


The increased demand for the hospital care of 
obstetrical cases and the occasional visitation of 
communicable disease sooner or later will be 
serious problems which the medical profession 
will have to face. And of growing importance 
will be the rising incidence of industrial disease 
and disabling accidents in industry. 


Hospitals may well consider two important 
measures which should be encouraged and 
adopted for the duration. 


First, the maintenance of an efficacious program 
of preventive medicine through their out-patient 
services. Thousands of cases can be saved hospital- 
ization if the out-patient department is properly 
staffed and functions as it should. Many infectious 
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diseases may be stopped at the hospital doors if 
careful diagnostic procedures are observed in the 
out-patient department. Seventy-five per cent of 
the patients coming to the out-patient department, 
excepting T. and A. cases, could be cared for in 
their homes as well as in the hospital. 


Second, hospitals will have to make a greater 
use of their available beds if the largest possible 
number of patients needing hospital care are to 
receive it. The attending medical and surgical staff 
will have to cooperate in discharging the patients 
at the earliest possible moment consistent with 
the patient’s safety. Many surgical and obstetrical 
cases, as well as medical cases which have pro- 
gressed with no untoward incidents, can be safely 
discharged with a shorter stay in the hospital than 
has heretofore been customary. At least twenty 
per cent of the days that patients spend in con- 
valescing in the hospital could be spent with 
safety in their homes. Thus, in times of as great 
necessity as the present and as the future will 
likely be, the hospital could take care of a greatly 
increased number of patients with a more rapid 
patient turnover. 


It has been said so many times that we some- 
times think it is axiomatic “that the most expen- 
sive thing about the hospital is a vacant bed.” 
As true as it may have been in the past, it is not 
so true today. A vacant bed under present condi- 
tions is not only a hospital convenience, it is a 
hospital asset. The use we make of our vacant beds 
and those which through careful management we 
can later provide, will bring good hospital service 
to the greater number of our community who 
need them, create more community good will, and 
insure greater community support when hospitals 
will need it most—when the War has been won 
and we all return to the “ways of peace.” 





Hospital Salvage 


The need for materials, such as brass, copper, 
white metals, and rubber has been critical for 
several months past. Many small articles of com- 
mon use in hospitals are made, in whole or in part, 
of critical materials. While the individual unit 
may be small, in the aggregate the total material 
used is large. 
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A fair instance is the nub on the ordinary hypo- 
dermic needle. This is made of brass, and no suit- 
able substitute for the brass used has been found. 
The total amount of brass needed for the nubs of 
hypodermic needles in this country is approxi- 
mately seventy tons per annum. 


When worn or damaged these nubs are never 
salvaged, yet each year the hospitals, by saving 
the needles no longer usable, could save almost 
seventy tons of brass from this source alone and 
there would never be any real difficulty in secur- 
ing the necessary metal for hypodermic needles. 


One of the results of the sampling survey of the 
use of rubber gloves, made by the American Hos- 
pital Association, has been the voluntary reduc- 
tion, on the part of hospitals, of the number of 
gloves used—in one case the reduction was 40 per 
cent—and a more extended use of the surgeons’ 
gloves in circulation. On top of this was the volun- 
tary institution of a rubber glove salvage program 
in hospitals. In normal times a half million pounds 
of latex is used annually in the manufacture of 
surgeons gloves. Until the rubber shortage prac- 
tically none of this, damaged or used beyond 
repair, was salvaged. Today a very large percent- 
age finds its way back to reclaimed rubber use. 


Articles made of gauze, textiles, metals, rubber, 
paper, grease and many other materials that were 
never saved in hospitals, are being reclaimed 
either for longer use, or for conversion into new 
articles. 


Hospitals are helping in a multitude of ways to 
win this war, but one of the most important pro- 
grams that the individual hospital can institute, 
is an intensive program of conservation of equip- 
ment and supplies, and of salvage of everything 
which is damaged beyond use in the hospital. 


This program will save money for the hospital, 
reduce the shortage of critical materials, and will 
be an important factor in the winning of the War. 


o> 


Public Rallying fo Aid of 
Voluntary Hospitals 


The results of many current fund-raising cam- 





paigns for voluntary hospitals are at variance with 
the gloomy forebodings expressed by some hos- 
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pital people who are worrying about Federal con- 
trol, growing out of the financial aid which is be- 
ing furnished by the Government. It must be 
remembered that even where Federal loans or 
grants have been made, the larger part of the total 
financing has come from private sources. The Gov- 
ernment contribution has in no case exceeded 45 
per cent. 


To preserve the voluntary hospital it is neces- 
sary to believe so firmly in it that appeals for sup- 
port win response because they are convincing. 
Conditions are different from those of the past, 
and appeals must, therefore, be differently keyed, 
but observation of the success of the timely 
financing methods of other voluntary agencies 
such as the Red Cross, the tuberculosis associa- 
tions, and the U. S. O., will show that the public 
responds to properly presented appeals. 


But why seek for outside examples of success? 
The public is not turning a deaf ear to properly 
directed appeals for aid to voluntary hospitals. 
Since the onset of war in Europe, many hospitals 
have financed new buildings, additions, and im- 
provements. A few of these, taken from only two 
fund-raising sources, follow: 


Amount 

Hospital Location Subscribed 

Miami Valley Hospital Dayton, Ohio ....$2,000,000 

Springfield Memorial Hospital..Springfield, Ill... 1,100,000 
Hospital of St. Raphael New Haven, 

ON hack. 475,000 

Meriden, Conn... 454,000 

410,000 

336,000 

310,000 

309,339 


300,000 
297,000 
250,000 
235,000 


Meriden Hospital 
Lynn Hospital 
Morton Hospital 
Mercy Hospital Portland, Me. .... 
Latrobe Hospital Latrobe, Pa. ...... 
East Orange General Hospital..East Orange, 

N. J 


Buhl Hospital 

St. Ann’s Maternity Hospital....Cleveland, Ohio 
Lawrence General Hospital Lawrence, Mass. 
Manchester Memorial Hospital..Manchester, 


Taunton, Mass... 


235,000 


Conn. 
Wesson Memorial Hospital........Springfield, 
Mass. 204,000 


McKeesport Hospital 


McKeesport, Pa. 
Amsterdam Hospital 


Amsterdam, 
New York 


197,000 
143,000 


The $2,000,000 in private subscriptions will be 
supplemented by a $500,000 Federal grant to the 
Miami Valley Hospital, and it is interesting to note 
that the contributors totaled 8000, showing the 
trend toward wider participation in hospital sup- 
port. In the small Pennsylvania city of Latrobe, 
the campaign goal of $200,000 was oversubscribed 
by more than fifty per cent, and in this campaign 
the subscriptions of industrial workers were quite 
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a factor. In one large plant the average subscrip- 
tion per employee was $50. 


Other promising campaigns are for a $350,000 
addition to Middlesex Hospital at Middletown, 
Connecticut, and for a $5,000,000 enlargement and 
improvement program for Hartford Hospital at 
Hartford, Connectitcut. 


In wartime only the absolutely necessary build- 
ing programs can be carried forward, because of 
the shortage of materials and labor. Plans must 
also be made to conform to the regulations of the 
War Production Board which impose simplicity 
and strictly limited use of critical materials. There 
should be no hesitancy, however, in proceeding 
with carefully considered plans for improvements 
urgently needed from a civilian defense stand- 
point. Inadequate hospital facilities endanger the 
health of citizens, including workers in war indus- 
tries. The Government recognized the danger by 
appropriating, under the Lanham Act, funds for 
enlargement of suitable hospitals in defense areas. 
However, the appropriation is now apparently 
nearing exhaustion, and instead of the partial 
fund-raising required before, it may be necessary 
to raise the total amount locally. 


Here a situation confronts us that will unques- 
tionably be corrected. Hospitals that received aid 
under the Lanham Act enjoyed the benefits of 
priority rulings. There seems to be more difficulty 
in obtaining priorities for projects to which Fed- 
eral aid was not given. Irrespective of the source 
of the funds, a project should have priority con- 
sideration on the basis of needs in each case. 


In war we must expect inconsistencies because 
of the urgent need for emergency measures. How- 
ever, it is defeatism to become disturbed over 
them to the extent of losing faith in the future of 
the voluntary hospital. Appeals to the proper au- 
thorities, made in a tactful and convincing way, 
will doubtless be answered by adjustments. The 
people who are looking for instances of discrimi- 
nation as proof that the voluntary hospital is 
doomed, can, by their very attitude, which affects 
public opinion, be responsible for its meeting such 
a fate—unless they are outnumbered. and out- 
voiced by those who believe that it will endure 
through power to assert its right to permanence. 


M. T. M. 
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Meeting of the Board of Trustees of the 
American Hospital Association 


American Hospital Association was called to 
order at 10 a.m., Saturday, June 13, by Presi- 
dent Basil C. MacLean, M.D., at 18 East Division 
Street, Chicago, Illinois. 
PRESENT: 
Basil C. MacLean, M.D. 
Asa S. Bacon * 
Benjamin W. Black, M.D. 
Rt. Rev. Msgr. M. F. Griffin 
James A. Hamilton 
Edgar C. Hayhow 


T* MEETING of the Board of Trustees of the 


Stuart K. Hummel 
George D. Sheats 
Jessie J. Turnbull 
Frank J. Walter 
Peter D. Ward, M.D. 
George U. Wood 


Trustee Henry M. Pollock, M.D., was absent. 
Approval of Minutes 
VoTeD: That the minutes of the meeting of Feb- 
ruary 14, 1942, be approved. 


State of the Association 

The Executive Secretary reported that the funds 
on hand and those that would be collected be- 
tween now and the first of the year in all proba- 
bility would enable the Association to discharge 
its obligations under the present budget if close 
economy were exercised. The Treasurer of the 
Association, Asa S. Bacon, advised that for the 
duration of the war it would be necessary to con- 
fine the Association’s disbursements to its actual 
income and anticipated a probable decreased reve- 
nue under Government regulations that may be 
promulgated as War measures. 

St. Louis Convention 

The Executive Secretary advised that the plans 
for the St. Louis Convention were progressing and 
that the program was now about completed. The 
St. Louis Convention will be a War Convention 
similar to the Conventions in West Baden and 
Atlantic City during the last war. It was 

VotTEp: That the American Hospital Association 
proceed with its arrangements for the St. Louis 
Convention according to the planned program and 
invest in the Secretary and the President the 
power to make such changes as Government regu- 
lations may require. 


Communications 

The Executive Secretary presented a communi- 
cation from W. G. Storie, vice-president of the 
San Francisco Employers Council, requesting in- 
formation as to whether or not the American Hos- 
pital Association would assist the San Francisco 
Council in the event that disagreements be- 
tween employees of these hospitals and the la- 
bor organizations were brought to the attention of 
the War Labor Board. It was 

VotEep: That the American Hospital Association 
arrange adequate representation to appear before 
the War Labor Board in connection with labor 
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problems affecting hospitals that may be referred 
to that Board. 

A communication received from Miss Margaret 
H. Tracey, executive secretary of- the Hospital 
Council of Boston, was read advising that that 
Council had voted to endorse the resolution pre- 
pared by the American Hospital Association and 
approved by the Hospital Service Plan Commis- 
sion in regard to the Social Security Board’s plan 
for partial payment for hospitalization of benefi- 
ciaries at the rate of $3.00 per day. It was 

Votep: That the communication be received. 

A communication from Ritz E. Heerman, super- 
intendent of the California Hospital in Los Ange- 
les, requesting the Association to take some action 
to freeze employees of hospitals in their positions 
was considered by the Board. It was 

Vortep: That the Association write Honorable 
Paul V. McNutt, chairman of the War Manpower 
Commission, asking that everything possible be 
done to discourage one activity from taking the 
employee of another activity or of hospitals from 
their present employment. 

A communication received from Joseph G. 
Norby, superintendent of the Columbia Hospital 
in Milwaukee, relative to the Association bearing 
the expense of the hospital representatives on the 
Procurement and Assignment Committee for each 
area was presented to the Board. The Board de- 
layed action on Mr. Norby’s request until further 
information relative to the total amount involved 
was secured. 

A communication received from William B. 
Seltzer, secretary of the Greater New York Hos- 
pital Association, incorporating a recommendation 
of the Executive Committee that the American 
Hospital Association be asked to request the Post- 
master General to issue a postage stamp in the 
interest of furthering nursing service, was read. 
It was 

Vorep: That the Executive Secretary contact the 
American Nurses’ Association and determine if 
that Association is in accord with such a plan, and 
in the event that it is in accord with such a plan, 
the Executive Secretary is authorized to proceed 
further. 

Report of the Committee on Award of Merit 

The report of the Committee on Award of Merit, 
consisting of Henry M. Pollock, M.D., Chairman, 
Robert E. Neff, and Fred G. Carter, M.D., recom- 
mended that the recipient of the Distinguished 
Service Medal of the American Hospital Associa- 
tion for 1942 be awarded to Winford H. Smith, 
M.D., director of Johns Hopkins Hospital. It was 
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VotEep: That the recommendation of the Com- 
mittee on Award of Merit, that Winford H. Smith, 
M.D., be the recipient of the Distinguished Service 
Medal of the American Hospital Association at its 
meeting in St. Louis, be unanimously approved. 

Priorities 

The Executive Secretary presented the brief ad- 
dressed to the Honorable Philip D. Reed, Chief, 
Division of Industry Operation of the War Produc- 
tion Board, requesting that a Hospital Branch 
under the direction of an experienced hospital 
man be set up within that Division and a com- 
munication received from Professor N. G. Bur- 
leigh, Chief of the Services Branch of the Division 
of Industry Operations, advising that a Hospital 
Section under the direction of an experienced hos- 
pital representative had been provided for in the 
Services Branch. 

Sticker for Hospital Cars 

The Executive Secretary reported suggestions 
from two or three sources that stickers be pre- 
pared by the American Hospital Association to 
identify hospital cars throughout the United States. 
The Board of Trustees advised that in view 
of the fact that the Office of Civilian Defense is 
arranging for insignia for the various services to 
be used in cases of emergency that nothing should 
be done to provide stickers for hospital cars at 
this time. 

Nominations to Advisory Committees to Corps 
Area Surgeons 

President MacLean presented the nominations 
of George D. Sheats to replace J. Moss Beeler, 
M.D., as hospital representative in the Fourth 
Corps Area, and A. J. Hockett, M.D., to replace 
Frank J. Walter of Denver in the Eighth Corps 
Area, inasmuch as Colorado had been changed 
from the Eighth Corps Area to the Seventh Corps 
Area. It was 

VoteD: That President MacLean’s nomination of 
George D. Sheats for appointment to the Advisory 
Committee to the Surgeon of the Fourth Corps 
Area and A. J. Hockett, M.D., to the Advisory 
Committee to the Surgeon of the Eighth Corps 
Area be approved. 


1942 Institute for Hospital Administrators 

VoteD: That the 1942 Institute for Hospital Ad- 
ministrators be held if there be a registration of 
approximately 50; that any deficit incurred beyond 
the budgeted amount be approved; and that the 
Executive Secretary use his discretion to cancel 
the Institute if the registration is unexpectedly 
low. 

Meeting of the Committee Appointed by the 
Board of Trustees to Confer with the 
Social Security Board 

The Executive Secretary read the memorandum 
of the report of the meeting of the Committee ap- 
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pointed by the Board of Trustees, held at the 
Chase Hotel in St. Louis on April 12. The Com- 
mittee endorsed the resolution presented by the 
Committee on Coordination of Activities as pub- 
lished in the April 1942 issue of HOSPITALS. This 
set of Principles was formulated by the Hospital 
Service Plan Commission, and would be consid- 
ered as Resolution I of the Coordinating Commit- 
tee. 

VorteD: That at least one month previous to the 
meeting of the House of Delegates, the Execu- 
tive Secretary advise each member of the House 
of Delegates concerning all matters that have been 
referred to the House of Delegates by the Board in 
order that the members of the House may be pre- 
pared to take action on these various suggestions. 


Resolutions Presented by the Committee on 
Coordination of Activities 


1 Principles for Provision of Hospital Care 

VotTED: That the Board of Trustees approve the 
resolution of the Council on Government Rela- 
tions, and forwarded by the Committee on Coordi- 
nation of Activities, as amended and that the 
resolution be transmitted to the Resolutions Com- 
mittee to be referred to the House of Delegates. 
2 Recommended Consultation Authority Repre- 
senting Hospitals in Health Supplies Branch of 
War Production Board 

VoTeD: That the Board of Trustees approve the 
resolution of the Council on Government Rela- 
tions, forwarded by the Committee on Coordi- 
nation of Activities, and recommended by the 
Subcommittee on Hospitals of the Federal Govern- 
ment that in the development of simplification and 
standardization of items in which hospitals have 
a logical interest a competent authority for con- 
sultation shall be the Committee on Simplification 
and Standardization of Hospital Furnishings, Sup- 
plies and Equipment of the American Hospital 
Association, and this Committee be authorized to 
pass upon these matters on behalf of the American 
Hospital Association. 
3 Request for Appointment of Experienced Hos- 
pital Administrator in Organization of War Pro- 
duction Board 

Vortep: That the Board of Trustees approve the 
resolution of the Council on Government Relations 
and forwarded by the Committee on Coordination 
of Activities, that the War Production Board be 
requested to establish a special Hospital Branch 
within the organization of the War Production 
Board, and that an experienced hospital adminis- 
trator be appointed to head such a Branch. 
4 Appointment to Committee on Insurance and 
Safety 

Votep: That the Board of Trustees approve the 
recommendation of the Council on Administrative 
Practice forwarded by the Coordinating Commit- 
tee, that Gerald F. Houser, M.D., Assistant Direc- 
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tor, Massachusetts General Hospital, Boston, be 
appointed to the Committee on Insurance and 
Safety. 

5 Appointment as Consultants to Committee on 
Accounting and Statistics 

VotTED: That the Board of Trustees approve the 
recommendation of the Council on Administrative 
Practice fowarded by the Coordinating Commit- 
tee, that Edwin Crosby, M.D., Statistician, Johns 
Hopkins Hospital, Baltimore, Maryland, and Hal- 
bert L. Dunn, M.D., Chief Statistician for Vital 
Statistics, Bureau of the Census, Washington, D. C., 
be appointed as consultants to the Committee 
on Accounting and Statistics. 

6 Reprint Edition of Manual on Accounting and 
Statistics 

VoteD: That the Board of Trustees approve the 
recommendation of the Council on Administrative 
Practice forwarded by the Coordinating Commit- 
tee, for a reprint edition of the Manual on Ac- 
counting and Statistics, comprising 1000 cloth 
bound copies and 1000 paper bound copies and that 
the charge be made of $1.50 for the cloth bound 
copies and 75 cents for the paper bound copies. 

7 Authorization of a Committee on Standard In- 
surance Report Forms 

Votep: That the Board of Trustees approve the 
recommendation of the Council on Administrative 
Practice forwarded by the Coordinating Commit- 
tee, for the authorization of a Committee on Stand- 
ard Insurance Report Forms, and that the follow- 
ing be appointed members of such a committee: 
Jack Masur, M.D., Executive Director, Lebanon 
Hospital, New York City; Anthony J. J. Rourke, 
M.D., Physician Superintendent, Stanford Uni- 
versity Hospital, San Francisco, California; Roger 
DeBusk, M.D., Superintendent, Evanston Hospital, 
Evanston, Illinois; and Albert W. Snoke, M.D., 
Assistant Director, Strong Memorial Hospital, 
Rochester, New York, as Chairman. 

VotTED: That the above Committee establish a 
set of principles governing the character, quantity 
and quality of information and under what cir- 
cumstances this information shall be furnished the 
insurance companies. 

8 Suggested Hospital Personnel Policies 

Votep: That the Board of Trustees approve the 
statement on “Suggested Hospital Personnel Pol- 
icies” as prepared by James W. Stephan, Assistant 
Administrator of New Haven Hospital, New 
Haven, Connecticut, and revised by the Coordinat- 
ing Committee,.and that sufficient number of 
copies be mimeographed or printed and two copies 
be sent to all hospitals represented by Institutional 
or Personal members (one copy for the adminis- 
trator and the other for the president of the hos- 
pital board) and accompanied by a letter to the 
administrator. 


VoteD: That the Principles of Personnel Policy 
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accompany the Suggested Hospital Personnel Pol- 
icies when they are mailed and that a copy be sent 
te Mr. Storie. 

9 Manual on Training of Lay Personnel 

VoTeD: That the Board of Trustees approve the 

recommendation of the Coordinating Committee 
that Edgar C. Hayhow be requested to furnish at 
the expense of the Council on Administrative 
Practice ten additional copies of the Manual on 
Training of Lay Personnel, and on receipt and re- 
view of these copies the members of the Coordi- 
nating Committee be requested to advise Head- 
quarters of their approval or disapproval of this 
Manual for publication by July 15, 1942, and that 
the Board of Trustees authorize the approval of 
this publication subject to the approval of the 
Coordinating Committee and the Board of Trus- 
tees’ Committee on Publications. 
10 Resolution of the Hospital Association of Penn- 
sylvania Regarding Principles for Guiding the 
Determination of Payment by Blue Cross Plans 
to Member Hospitals 

VotEep: That the Board of Trustees refer the 
resolution submitted by the Hospital Association 
of Pennsylvania May 2, 1942, with reference to 
the Principles for Guiding the Determination of 
Payment by Blue Cross Plans to Member Hospi- 
tals to the Committee on Blue Cross Plan Rela- 
tions of the Council on Administrative Practice 
with the request that this matter be studied and 
clarified and that the Board of Trustees of the 
American Hospital Association and the Hospital 
Association of Pennsylvania be advised of such 
clarification or recommendation by this Commit- 
tee, sufficiently in advance of the next meeting of 
the House of Delegates for proper disposition of 
this matter. 

It was the sense of the meeting that resolutions 
of subsidiary groups which are published in HOS- 
PITALS should carry a notation that they are not 
official and have not been approved by the Board 
of Trustees or the House of Delegates. 

11 Resolution of Arizona Hospital Association Re- 
garding Priority Ratings 

Votep: That the Board of Trustees advise the 
Arizona Hospital Association in respect to the 
resolution of February 21, 1942, concerning prior- 
ity ratings of materials essential to the normal 
operation of hospitals, of the efforts which have 
already been made to obtain a better priority 
rating for hospitals and that at the same time they 
be notified of other approaches which have been 
made to the Government to improve the relation- 
ship between hospitals and the Government in the 
matter of priority ratings. 

12 Resolution of Ohio Hospital Association Re- 
garding Principles for Provision of Hospital Care 

Votep: That in view of the action already taken 
by the Committee on Coordination of Activities 
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and the Board of Trustees concerning the six prin- 
ciples on hospital care for the American people, 
recommended by the Hospital Service Plan Com- 
mission, the Executive Secretary advise the Ohio 
Hospital Association concerning the resolution 
passed at the general assembly of the Ohio Hos- 
pital Association on April 23, 1942, of the action of 
the Board of Trustees in relation to the aforesaid 
resolution of the Coordinating Committee. 
13 Resolution of Ohio Hospital Association Re- 
garding Priority Ratings 

Votep: That the Board of Trustees advise the 
Ohio Hospital Association in respect to the resolu- 
tion submitted on April 23, 1942, concerning prior- 
ity ratings of materials essential to the normal 
operation of hospitals and that at the same time 
they be notified of other approaches which have 
been made to the Government to improve the re- 
lationship between hospitals and the Government 
in the matter of priority ratings. 
14 Resolution of Mid-West Hospital Association 
Regarding Excise Taxes 

Vortep: That in response to the resolution passed 
by the Mid-West Hospital Association in Kansas 
City on April 23, 1942, and submitted to the Execu- 
tive Secretary on May 4, 1942, the Board of Trus- 
tees inform the Mid-West Hospital Association of 
the progress that has already been made in this 
direction. 
15 Recommendation to Increase Enrollment in 
Training Courses for Dietitians 

Votep: That the Board of Trustees approve the 
recommendation of the Council on Professional 
Practice and the Coordinating Committee that 
hospitals with adequate training courses for stu- 
dent dietitians be urged to increase their enroll- 
ment. 
16 Manuscript on Blood and Plasma Banks 

VotTep: That the Board of Trustees approve the 
recommendation of the Council on Professional 
Practice and the Coordinating Committee that the 
manuscript on Blood and Plasma Banks as pre- 
pared by Jonathan Rhoads, M.D., be submitted to 
the Editor of HOSPITALS for publication and 
that if and when published reprints be sent to 
Doctor Rhoads without charge. 
17 Representative to Work with American Associ- 
ation of Nurse Anesthetists 

VotTep: That the Board of Trustees approve the 
recommendation of the Council on Professional 
Practice and the Coordinating Committee for the 
appointment of a representative from the Council 
on Professional Practice to work with the American 
Association of Nurse Anesthetics in developing 
their training program. 
18 Committee to Formulate Morbidity Code 

Vorep: That the Board of Trustees approve the 
recommendation of the Council on Professional 
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Practice and the Coordinating Committee for the 
appointment of a Committee of One under that 
Council to formulate a morbidity code (a coded 
definitive classification of morbidity), and that 
Wilmar M. Allen, M.D., of Hartford Hospital, Hart- 
ford, Connecticut, be appointed as this Committee 
of One. 
19 Approval of Proposal to Train Enlisted Men in 
Civilian Hospitals as Hospital Corps Men or Nurs- 
ing Technicians 

VoteD: That the Board of Trustees approve the 
recommendation of the Council on Professional 
Practice and the Coordinating Committee that the 
Board of Trustees go on record as approving the 
proposal for the training in civilian hospitals of 
enlisted men as hospital corps men or nursing 
technicians for army purposes and that the Board 
of Trustees request Surgeon General James C. 
Magee to give consideration to this proposal. 
20 Statement on Federal Payments for Hospital 
Care a 

VotED: That the Board of Trustees approve the 
recommendation of the Joint Committee of the 
American Hospital Association and the American 
Public Welfare Association, and of the Coordinat- 
ing Committee, that the Statement on Federal 
Payments for Hospital Care prepared by this Joint 
Committee be submitted to the Editor of HOSPI- 
TALS with a recommendation for its publication. 
21 Procedure on Public Education 

Vortep: That the Board of Trustees approve the 
procedure on public education as submitted by the 
Joint Committee on Public Education, forwarded 
by the Coordinating Committee, and amended by 
the Board of Trustees and authorize any action 
necessary to carry out this procedure. 
22 Approval of Transfer of Funds in Budget of 
Council on Association Development 

Votep: That the Board of Trustees approve the 
recommendation of the Council on Association De- 
velopment and the Coordinating Committee that 
inasmuch as $900 is required for the Library Sur- 
vey, and since only approximately $500 is at 
present available for this purpose, $200 be trans- 
ferred from the budget of the Committee on 
Architectural Plans, $100 be transferred from the 
Committee on Hospital Councils, and $100 be 
transferred from the Regional Assemblies budget 
for this purpose. 

The feeling was expressed that once a budget 
had been approved, amounts should not be shifted 
from one budgetary item to another. 


Next Meeting 
There being no further business to come before 
the Board, the meeting was adjourned at 5 p.m., 
to meet in October at the call of the President. 
Respectfully submitted, 
Bert W. CALDWELL, M.D. 
Executive Secretary 
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Tenth Institute for Hospital Administrators 
Conducted by American Hospital Association 


International House, University of Chicago, September 14 to 26, 1942 


tenth annual Institute for Hospital Adminis- 

trators conducted by the American Hospital 
Association, with the cooperation of the American 
College of Surgeons, the American College of Hos- 
pital Administrators, the American Medical Asso- 
ciation and the Chicago Hospital Council. 


Gent 14 to 26 are the dates set for the 


As in previous years, the Institute will be under 
the directorship of Malcolm T. MacEachern, M.D., 
associate director of the American College of Sur- 
geons. Doctor MacEachern will be assisted by 
Arnold F. Emch, Ph.D., assistant secretary of the 
American Hospital Association and Dean Conley, 
executive secretary of the American College of 
Hospital Administrators. 


The Committee on Arrangements for the In- 
stitute has prepared a program of practical value 
for the registrants with timely emphasis being 
placed on the problems of administration and 
service incident to the war. Recognized leaders in 
the hospital field have been invited to lecture and 
conduct the seminars. The lectures and seminars 
will be supplemented by group conferences, 
demonstrations, and round table conferences. The 
hospitals of the metropolitan Chicago area provide 
excellent facilities for demonstration purposes. 
These hospitals have been cooperating with the 
Institute for ten years and have been important 
factors in assuring a well balanced refresher 
course. 


Accommodations 


This year the Institute will be held in the Inter- 
national House, one of the most beautiful and con- 
veniently located buildings on the famous Uni- 
versity of Chicago campus. The lecture hall, con- 
ference rooms, and living quarters for Institute 
registrants will all be under one roof. The cost of 
room and meals at the International House for the 
two weeks’ period of the Institute will be $43.50. 


Those Eligible for Registration 


Registration for the Institute is open to men and 
women who hold, or who, within recent years, 
have held the position of administrator of a hos- 
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pital, assistant administrator, director of nurses, 
business manager or other positions in a hospital 
having equivalent responsibilities. The Institute is 
planned primarily as a refresher course for per- 
sons having hospital executive experience; it is 
not a course of instruction. A person without exec- 
utive experience in a hospital is not accepted for 
registration unless specially recommended by a 
hospital administrator. The registration, which 
covers transportation for field trips, is $15. 


Application blanks and further information con- 
cerning the Institute may be obtained by writing 
to Miss Agnes M. McCann, Secretary of the Insti- 
tute for Hospital Administrators, American Hos- 
pital Association, 18 East Division Street, Chicago, 
Illinois. 


PROGRAM 
Monday, September 14, 1942 


Presiding: Asa S. Bacon, Superintendent Emeritus, 
Presbyterian Hospital of Chicago 


8:00—9:00 a.m. 
REGISTRATION 


9:00—9: 30 a.m. 
GREETING TO MEMBERS OF THE INSTITUTE 


Bert W. Caldwell, M.D., Executive Secretary, American 
Hospital Association 

Basil C. MacLean, M.D., President, American Hospital 
Association 

Lucius R. Wilson, M.D., President, American College of 
Hospital Administrators 


INSTRUCTION TO MEMBERS OF THE INSTITUTE 


Malcolm T. MacEachern, M.D., Director 
Arnold F. Emch, Ph.D., Associate Director 


9:30—10: 15 a.m. 
LecturE: The Hospital in Wartime and Its Special 
Problems 


Basil C. MacLean, M.D., President, American Hospital 
Association 
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10: 15—10: 30 a.m. 
Intermission 


10: 30—12: 00 a.m. 
Lecture: The Art and Science of Hospital Ad- 
ministration 
Lucius R. Wilson, M.D., President, American College of 


Hospital Administrators 
2:00—3:15 p.m. 
Lecture: A Critical Analysis of Our Present Hos- 
pital System 
Basil C. MacLean, M.D., President, American Hospital 
Association 
3: 15—3: 30 P.M. 
Intermission 


3:30—4: 45 p.m. 


LecturE: The Code of Hospital Ethics 


Lucius R. Wilson, M.D., President, American College of 
Hospital Administrators 


7:00—8: 30 p.m. 


Evening Round Table Conference 
Open forum discussions will be held at all Evening 
Round Table Conferences on questions arising 
out of the lectures of the day and on problems 
in general as related to the various aspects of 
hospital administration. 


Tuesday, September 15 


Presiding: E. I. Erickson, Superintendent, 
Augustana Hospital of Chicago 


9:00—10:15 a.m. 
LEcTUuRE: Fundamental Principles in Hospital Or- 
ganization and Management 


Asa S. Bacon, Superintendent Emeritus, Presbyterian 
Hospital of Chicago . 


ee 


10: 15—10:30 a.m. 
Intermission 


10:30—12:00 a.m. 


LECTURE AND SEMINAR: The Organization and 
Functioning of the Medical Staff 


Malcolm T. MacEachern, M.D., Associate Director, 
American College of Surgeons 


Demonstrations 
2:00—4:30 p.m. 


Wesley Memorial Hospital 
Coordinator: Edgar Blake, Jr., Superintendent 


Visit to the New Home of Wesley Memorial Hos- 
pital—Tour of Inspection 


Presbyterian Hospital of Chicago 
Coordinator: J. Dewey Lutes, Superintendent 
1 Front Office Procedure; Admission and Dis- 
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charge of Patients; Handling of Visitors and 
Other Duties 

2 Business Management 

3 Food Service—Central Service Plan 


Henrotin Hospital 
Coordinator: Veronica Miller, R. N., 
Superintendent 
1 Central Control of Supplies 
2 Housekeeping and Linen Control 
3 Operating Room Management and Procedures 





Group Conferences 
2: 00—4: 30 p.m. 
The Setting Up and Functioning of a Plan of Pro- 
fessional Accounting for the Evaluation and 
Control of the Professional Work 


Conducted by Thomas R. Ponton, M.D., Editor, Hospital 
Management 


Administrative Practices and Professional Rela- 
tions 


Conducted by G. Otis Whitecotton, M.D., Superintend- 
ent, University of Chicago Clinics 


Evening Round Table Conference 
7:00—8: 30 P.M. 

Wednesday, September 16 
Presiding: L. C. Vonder Heidt, Superintendent, 
West Suburban Hospital of Oak Park 
9:00—10:15 a.m. 


LecturRE: Management of the Physical Plant; 
Maintenance and Utilities 
Roger W. DeBusk, M.D., Director, Evanston Hospital 


10: 15—10:30 a.m. 


] 
Intermission 
10: 30—12: 00 a.m. 
SEMINAR: Fundamental Principles in Hospital Or- 
ganization and Management 
Asa S. Bacon, Superintendent Emeritus, Presbyterian 
Hospital of Chicago 
2 Ss 
Demonstrations 
2: 00—4: 30 p.m. 
Augustana Hospital 
Coordinator: E. I. Erickson, Superintendent 
1 Central Service for Surgical Dressings 
2 Operating Room Procedures 
3 Management of the Pharmacy Service te 
Children’s Memorial Hospital 1 
Coordinator: Mabel W. Binner, R. N., 
Superintendent 2 
1 Inspection of New Clinic Building; Motion Pic- 
ture of Old Clinic 3 
HOSPITALS Ji 














2 Schwartz Equipment and Fenwall System for 
Making Solutions; Drug Control; Formulary 


3 Medical Record Room; Recordak System 


Cook County Hospital 
Coordinator: General Manus McCloskey, Warden 
1 Central Control of Parenteral Solutions 


2 Organization and Management of a Blood Bank 
Service 


3 Preservation and Use of Medical Records in a 
Large Hospital 


Group Conferences 
2: 00—4: 30 p.m. 
Interns and Residents—How to Obtain Them and 
How to Use Them in the Hospital 
Conducted by H. G. Weiskotten, M.D., Secretary, Coun- 


cil on Medical Education and Hospitals, American 
Medical Association 


Meeting the Present Problems of Maintaining 
Good Medical Records in Hospitals 


Conducted by Edna K. Huffman, R.R.L., Medical Rec- 
ord Librarian and Director of School for Medical 
Record Librarians, St. Joseph Hospital of Chicago 


Evening Round Table Conference 
7:00—8: 30 p.m. 


Subject: Public Relations as Applied in Hospitals 


Conducted by Alden B. Mills, Managing Editor, The 
Modern Hospital 


Thursday, September 17 


Presiding: J. Dewey Lutes, Superintendent, 
Presbyterian Hospital of Chicago 


9:00—10:15 a.m. 


LEcTuRE: Hospital Accounting 
C. Rufus Rorem, Ph.D., Director, Hospital Service Plan 
Commission, American Hospital Association 
10: 15—10:30 a.m. 


Intermission 


10:30—12:00 a.m. 
SEMINAR: Management of the Physical Plant; 
Maintenance and Utilities 
Roger W. DeBusk, M.D., Director, Evanston Hospital 


Demonstrations 
2:00—4: 30 p.m. 


Illinois Masonic Hospital 
Coordinator: William H. Tenney, Superintendent 


1 Operating Room Procedures and Technique, 
with Demonstration of Special Cases 


2 Organization and Management of the Pharmacy 
Service 


3 School of Nursing 
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Michael Reese Hospital 
Coordinator: F. E. Kassner, Associate Director 

1 Food Service 

2 Care of Premature Infants 


3 Organization and Administration of the Physi- 
cal Therapy Department 


University of Chicago Clinics 
Coordinator: Arthur C. Bachmeyer, M.D., 
Director 

1 Food Service 

2 Anesthesia; Operating Room Management and 
Technique 

3 Medical Record Library; Record Library Tech- 
nique 


Group Conferences 
2:00—4: 30 P.M. 


Management of the Newborn; Special Features of 
the Nursery—Humidity, Irradiation, Nursery 
Safeguards; Palm-printing as a Means of Iden- 
tification 

Conducted by L. C. Vonder Heidt, Superintendent, West 
Suburban Hospital 

Special Therapies: Physical Therapy, Occupa- 

tional Therapy, Gas Therapy 


Conducted by John S. Coulter, M.D., Associate Profes- 
sor and in Charge of Department of Physical Therapy, 
Northwestern University Medical School; and Asso- 
ciates 


Evening Round Table Conference 
7:00—8: 30 P.M. 


Friday, September 18 
Presiding: Stephen Manheimer, M.D., Executive 
Director, Mount Sinai Hospital of Chicago 
9:00—10: 15 a.m. 


LecturRE: Purchasing, Stores, and Handling of 
Supplies 
Florence King, Administrator, The Jewish Hospital of 
St. Louis 


10: 15—10: 30 a.m. 
Iniermission 
10:30—12:00 a.m. 


SEMINAR: Hospital Accounting 


C. Rufus Rorem, Ph.D., Director, Hospital Service Plan 
Commission, American Hospital Association 


2: 00—4: 30 p.m. 


American College of Surgeons Headquarters 
VISIT TO THE HOME OF THE AMERICAN COLLEGE OF 
SURGEONS 
Tour of Inspection 
Conducted by Malcolm T. MacEachern, M.D., Asso- 
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ciate Director, American College of Surgeons, 
assisted by Members of the Staff 


American College of Surgeons Activities 
Exhibit of Press Publicity Relating to Hospitals 
Use of Colored Lantern Slides in Education of 

the Public Concerning the Hospital 
Hospital Motion Pictures 


7: 00—7: 30 p.m. 


American Hospital Association Headquarters 
VisIT TO THE HOME OF THE AMERICAN HOSPITAL 
ASSOCIATION 
Tour of Inspection 


Conducted by Arnold F. Emch, Ph.D., Assistant Sec- 
retary, American Hospital Association, assisted by 
Headquarters Staff 


7:30—9: 30 p.m. 


Bacon Library of the American Hospital 
Association 


LECTURE AND SEMINAR: Hospital Service Plans 


C. Rufus Rorem, Ph.D., Director, Hospital Service Plan 
Commission, American Hospital Association 


Saturday, September 19 


Presiding: Rev. Joseph A. George, Superintendent, 
Evangelical Hospital of Chicago 


9:00—10:15 a.m. 


SEMINAR: Purchasing, Stores, and Handling of 


Supplies 
Florence King, Administrator, The Jewish Hospital of 
St. Louis 


10: 15—10: 30 a.m. 
Intermission 


10:30—12:00 a.m. 


LEcTuRE: Public Relations 


Arnold F. Emch, Ph.D., Assistant Secretary, American 
Hospital Association 


Group Conference (Optional) 
2:00—4: 30 p.m. 


Hospital Standardization Problems 


Conducted by Malcolm T. MacEachern, M.D., Associate 
Director, American College of Surgeons; and Earle W. 
Williamson, M.D., Assistant Director, American Col- 
lege of Surgeons 


Sunday, September 20 
10:00 a.m.—12:30 P.M. 


Forum: Wartime Problems of the Hospital 
Conducted by Arthur C. Bachmeyer, M.D., Director, 
University of Chicago Clinics 
OPENING STATEMENT: Hospitals and the War 


Arnold F. Emch, Ph.D., Assistant Secretary, American 
Hospital Association 
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Discussion Leaders 


Priorities and the Problem of Obtaining Hos- 
pital Equipment, Furnishings, Supplies 
Alden B. Mills, Managing Editor, The Modern Hos- 

pital 
Maintaining Adequate Professional and Non- 
professional Personnel 


Mabel W. Binner, R.N., Superintendent, Children’s 
Memorial Hospital of Chicago 


Meeting the Increasing Costs of Hospital Service 


Edgar Blake, Jr., Superintendent, Wesley Memorial 
Hospital of Chicago 


Maintaining the Standards of Hospital Adminis- 
tration and Service 
G. Otis Whitecotton, M.D., Superintendent, Univer- 
sity of Chicago Clinics 
3:00—5: 00 p.m. 
Tour THROUGH MusEUM oF SCIENCE AND INDUSTRY, 
Jackson Park 


Monday, September 21 


Presiding: Rev. John W. Barrett, Director of Cath- 
olic Hospitals, Archdiocese of Chicago 


9: 00—10: 15 a.m. 
LECTURE AND SEMINAR: The Organization and Man- 
agement of the Obstetrical Department 


M. Edward Davis, M.D., Associate Professor of Ob- 
stetrics and Gynecology, University of Chicago, The 
School of Medicine of the Division of the Biological 
Sciences : 


10: 15—10: 30 a.m. 
Intermission 
10:30—12: 00 a.m. 
LecturE: Nursing Education and Nursing Service 


Edna S. Newman, R.N., Director, Cook County School of 
Nursing; Director of Nursing Service, Cook County 
Hospital 

Everett W. Jones, Superintendent, Albany Hospital 


Demonstrations 
2:00—4: 30 p.m. 

Chicago Lying-In Hospital and Dispensary 
Coordinator: S. A. Ferguson, Assistant to Director 
1 Registration and Admission Procedures 
2 Special Problems of Obstetric Service 
3 Nursery Management 


Women and Children’s Hospital 


Coordinator: Edna H. Nelson, R.N., 
Superintendent 


1 Care of the Newborn 
2 Obstetric Technique and Procedures 
3 Technique of Gastroscopy 
St. Elizabeth’s Hospital 
Coordinator: Sister M. Adolphine, R.N., Superior 
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1 Obstetric Department in a General Hospital 
2 Nursery Technique 
3 Central Supply Service 


Group Conferences 
2:00—4: 30 P.m. 


Housekeeping and Linen Service—System and 
Conservation 


Conducted by Mildred G. Page, Executive Housekeeper, 


Henrotin Hospital of Chicago 
Problems of Organization and Management of the 
Small Hospital 


Conducted by Grace L. DeVilbiss, R. N., Superintendent, 
Woodlawn Hospital of Chicago 


Evening Round Table Conference 
7:00—8: 30 P.m. 


Tuesday, September 22 


Presiding: Ella M. Eck, Chief Dietitian, 
University of Chicago Clinics 


9:00—10:15 a.m. 


LECTURE: Organization and Management of the 
Food Service 


Mary M. Harrington, Director of Dietetics, Harper Hos- 
pital of Detroit 


10: 15—10:30 a.m. 


Intermission 
10: 30—12: 00 a.m. 


Seminar: Nursing Education and Nursing Service 


Edna S. Newman, R.N., Director, Cook County School 
of Nursing; Director of Nursing Service, Cook County 
Hospital 

Everett W. Jones, Superintendent, Albany Hospital 


Demonstrations 
2:00—4: 30 p.m. 


St. Luke’s Hospital 
Coordinator: Leo M. Lyons, Director 

1 Business Management — Accounting, Budget 
Making, Purchasing, Stores 

2 Operating Room Management and Procedures 
with Special Reference to the More Complex or 
Major Procedures 

3 Special Features: Dressing Cart; Modified Wan- 
gensteen or Gravity Suction; Abdominal Suction 
Apparatus; Postoperative Tracheotomy, Bedside 
Unit 


St. Joseph Hospital 
Coordinator: Sister M. Zita, A.M., Administrator 
1 Organization and Management of the Obstetric 
Department 
2 Operating Room Management; Technique and 
Procedures 
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3 Medical Records; Standard Nomenclature; 
Training Course for Record Librarians 


Wesley Memorial Hospital 
Coordinator: Edgar Blake, Jr., Superintendent 
VIsIT TO THE NEw HoME or WESLEY MEMORIAL 

HOSPITAL 
Tour of Inspection 


Group Conferences 
2:00—4: 30 P.M. 


Organization and Management of the Out-patient 
Department and Special Problems Relative to 
Its Functioning 


Conducted by Babette S. Jennings, Director of Social 
Service and Dispensary, Children’s Memorial Hos- 
pital of Chicago 


Blood and Plasma Banks 


Conducted by Sidney O. Levinson, M.D., Director, Sam- 
uel Deutsch Serum Center, Michael Reese Hospital 
of Chicago 


Evening Round Table Conference 
7:00—8: 30 p.m. 


Wednesday, September 23 


Presiding: William H. Tenney, Superintendent, 
Illinois Masonic Hospital 


9: 00—10: 15 a.m. 
Lecture: The Organization and Management of 
the Small Hospital 
Graham L. Davis, Consultant on Hospitals, W. K. Kel- 
logg Foundation 
10: 15—10: 30 a.m. 
Intermission 


10:30—12:00 a.m. 


Seminar: Organization and Management of the 
Food Service 
Mary M. Harrington, Director of Dietetics, Harper Hos- 
pital of Detroit 
2: 00—4: 30 p.m. 


American Medical Association Headquarters 
VISIT TO THE HOME OF THE AMERICAN MEDICAL 
ASSOCIATION 
Tour of Inspection 


Conducted by H. G. Weiskotten, M.D., Secretary 
Council on Medical Education and Hospitals, Amer- 
ican Medical Association, and Staff 


Evening Round Table Conference 
7:00—8: 30 p.m. 


Thursday, September 24 


Presiding: Babette S. Jennings, Director of Social 
Service and Dispensary, Children’s Memorial 
Hospital of Chicago 
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9:00—10:15 a.m. 
Seminar: The Organization and Management of 
the Small Hospital 
Graham L. Davis, Consultant on Hospitals, W. K. Kel- 
logg Foundation 


10: 15—10: 30 a.m. 


Intermission 


10:30—12:00 a.m. 
LECTURE AND SEMINAR: Clinic Management and 
Medical Social Service 


Eleanor Scher, Assistant Executive Director, Babette 
and Emanuel Mandel Clinic, Michael Reese Hospital 
of Chicago 


Leonora B. Rubinow, Director, Social Service Depart- 
ment, Michael Reese Hospital of Chicago 


Demonstrations 
2: 00—4: 30 p.m. 
Henrotin Hospital 


Coordinator: Veronica Miller, R. N., 
Superintendent 


Study Tour of the Henrotin Hospital 


Grant Hospital of Chicago 
Coordinator: Robert B. Graves, 
Assistant Superintendent 


1 Central Stores System 
2 Central Service 


3 Organization and Management of the Obstetrical 
Department 


Alexian Brothers Hospital 
Coordinator: Brother Hugh, Superintendent 
Study Tour of Special Features of the Hospital 
and Demonstration of Medical Field Unit 


Group Conferences 
2: 00—4: 30 p.m. 
Special Conference on Individual Hospital Prob- 
lems 


Conducted by Asa S. Bacon, Superintendent Emeritus, 
Presbyterian Hospital of Chicago; and Ada Belle Mc- 
Cleery, R.N., Trustee, American Hospital Association 


Business Practices, with Special Consideration of 
Flat Rates 


Conducted by Roger W. DeBusk, M.D., Director, Evans- 
ton Hospital 


Evening Round Table Conference 
7:00—8:30 P.M. 


Open forum discussion, featuring Civilian Defense 


Friday, September 25 


Presiding: Arnold F. Emch, Ph.D., Assistant Sec- 
retary, American Hospital Association 
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9:00—10:15 a.m. 


LEcTURE: Structural Organization of the Hospital 
and Business Management 


James A. Hamilton, President-Elect, American Hospital 
Association 


10:15—10:30 a.m. 


Intermission 


10:30—12:00 a.m. 


Seminar: Structural Organization of the Hospital 
and Business Management 
James A. Hamilton, President-Elect, American Hospital 


Association 
1:30—3: 00 p.m. 
LecturRE: Personnel Management and Relation- 
ships 
James A. Hamilton, President-Elect, American Hospital 
Association 
3:00—3: 15 p.m. 
Intermission 
3:15—4: 45 p.m. 
LECTURE AND SEMINAR: Health Service for Hospital 
Personnel 


Dean Conley, Executive Secretary, American College 
of Hospital Administrators 


7:00 p.m. 


Annual Dinner for Members and Faculty 
of the Institute 


Saturday, September 26 


Presiding: Malcolm T. MacEachern, M.D., Associ- 
ate Director, American College of Surgeons 


9:00—10:15 a.m. 


SEMINAR: Personnel Management and Relation- 
ships 
James A. Hamilton, President-Elect, American Hospital 
Association 


10: 15—10: 30 a.m. 


Intermission 


10: 30—11:30 a.m 


LecturRE: Conservation and the Use of Substitutes 
as Applying to Hospitals 
Anton C. Negri, Coordinator, Cook County Institutions, 
Chicago 


11:30 a.m.—12:30 p.m. 


CLOSING EXERCISES: Presentation of Certificates of 
Attendance 
Bert W. Caldwell, M.D., Executive Secretary, American 
Hospital Association 
James A. Hamilton, President-Elect, American Hospital 
Association 
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A Personnel Health Program For Hospitals 


W. B. FORSTER 


AR TIME ECONOMY has caused a shortage 
W/: many hospital needs including per- 

sonnel as well as equipment and supplies. 
The job for hospitals is obviously to use their re- 
sources in such a way that, in view of shortages, 
they provide the greatest possible good. Since the 
foundation of each employee’s well being and 
economic value is his health, it is only logical that 
a health program for hospital employees be a mat- 
ter for prime consideration. 


Back in 1910 and 1911 when hospitals were 
beginning to show their interest in scientific 
management by the organization of the American 
Hospital Association, one of the leading thinkers 
in the industrial field was Frederick William Tay- 
lor, known popularly as the “Father of Scientific 
Management.” He set forth three rather startling 
principles of management which revolutionized 
industrial organization, but which, to a great ex- 
tent, were not applicable to hospitals. The third of 
these was that of using the “first rate man” in the 
“one best way” (which, by the way, was the prin- 
ciple which gave rise to personnel management in 
industry). This principle has held some fascina- 
tion for thinkers in the field of hospital adminis- 
tration. However, the interpretation placed upon 
it by industry had some aspects which were not 
applicable to the hospital field. In fact, some of 
those aspects were distasteful to hospital people. 
It followed logically, then, that those administra- 
tors who were interested in using first rate em- 
ployees in the best possible way had no alternative 
but develop a plan of personnel management 
parallel to and even, in some instances, borrowed 
from the industrial personnel movement, but 
fitted to the peculiar needs of hospitals. The per- 
sonnel health program in hospitals is an integral 
part of that development. 


The Physical Examination 


The physical examination is the foundation upon 
which the entire health program must be built. It 
is obvious that only an accredited physician is 
capable of doing the examination. But his profes- 
sional qualifications alone are not enough. It is of 
prime importance that the examining physician’s 
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personality be such that he easily holds the con- 
fidence and cooperation of the entire personnel 
group. It is further of importance that he under- 
stand that the purpose of his work varies from 
office practice in its philosophy. 


Physical examinations by doctors who meet the 
above qualifications may be accomplished in any 
one. of a number of ways. The important thing is 
to see that each individual who is placed on the 
payroll has had one. It is reeommended, however, 
that a personnel health clinic be established to 
meet this and the other needs of the health pro- 
gram. The plan is completely flexible so that it 
can be used in the very small and the very large 
hospitals. It may be one doctor for a half hour or 
twice a week for the small institution or it may be 
several doctors and several nurses full time in the 
very large hospitals. Size and hours must be gov- 
erned by the needs of the institution which it 
serves. 


One without a medical background can scarcely 
discuss what should make up a physical examina- 
tion. However, there are various considerations 
from a personnel administration angle which in- 
dicate that certain things should be included. For 
example, it is reasonably obvious that a record 
should be made of the employee’s family back- 
ground and medical history. Any variations from 
normal physical functions such as defects in any 
of the senses, difficulty in the use of legs and feet 
or arms and hands should be recorded so that, if 
we employ persons having these defects we do so 
in knowing their shortcomings. A notation should 
be made concerning hernia or other injuries which 
might later fraudulently be blamed on employ- 
ment in the hospital. Laboratory examinations for 
social diseases, intestinal parasites, diseases which 
are the typhoid classification, and diabetes should 
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probably be included. X-ray or fluoroscopic exam- 
ination of the chest is believed to be quite im- 
portant. Unquestionably other items would be 
added by the examining physician, but there is 
interesting administrative logic for the considera- 
tions mentioned. 


The physical examination is important in the 
selection of workers. The term “First-Rate” em- 
ployee implies that each person who is hired is 
carefully selected for mental requirements in- 
cluding education and experience, personality 
requirements, and physical requirements. It fol- 
lows, then, that prospective employees would be 
examined to determine these physical qualifica- 
tions. 


Some decision must be made as to which appli- 
cants are to be examined. In almost all instances 
it is unnecessary to examine more than one appli- 
cant for each position filled. Choice can be made 
on other considerations and the health angle 
checked as the last procedure before hiring. This 
eliminates much useless work and expense. 


In instances where there is some doubt as to 
whether an applicant should be rejected because 
of information received from the physical exam-. 
ination, emphasis should be placed on the intel- 
ligent use of the individual and the correction of 
defects found rather than on the ruthless rejection 
of all individuals with defects. That policy is cer- 
tainly more than obvious in times such as these, 
but it should apply all of the time. It must be re- 
membered, however, that the object of the exam- 
ination is to see to it that only first rate workers 
are employed. If there is some doubt about pro- 
ducing a first rate worker, the applicant must be 
rejected. The interests of the hospital always come 
first. 


It will have to be admitted that situations do 
arise where a worker will have to be put on the 
job and have his physical examination sometime 
later. This is especially true in institutions where 
the personnel clinic does not meet every day. It is 
only fair to tell the applicant in these situations 
that his appointment is temporary and that per- 
manent work for him will depend upon the out- 
come of the physical examination. Where it is pos- 
sible, though, it has been found quite advantageous 
to have the examination before commencing work. 


But the physical examination has another ad- 
vantage than that of assisting in selecting first rate 
workers. It provides protection for patients and 
personnel against communicable diseases which 
might be carried by employees. This is especially 
necessary in the case of food handlers. Many cities 
require a license for them, but that should be 
unnecessary for hospitals which set themselves up 
as examples in the field of public health. 
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Medical Treatment of Personnel 


The physical examination is the big step in the 
personnel health program. In addition to the ad- 
vantages mentioned above, it forms the basis for 
all health work and for many personnel adjust- 
ments within the employee group. It assures the 
hospital that it has hired the firse rate employee 
and it starts him on his way as the constituent 
part of the personnel group. Now, if that worker 
is to be used in the best possible way, medical care 
which is directed toward that end must follow. 


A great deal of thought must go into the plan- 
ning of the medical care program. The nature and 
the extent of treatment will depend, to a great 
degree, upon the custom of the doctors staff. In 
some communities, the staff would be in favor, 
whole-heartedly, of rendering complete medical 
service, at least, to the low income employees. It, 
obviously would be poor policy, however, to create 
ill will by disregarding their opinions. It is to be 
remembered, though, that the physical and mental 
health of the individual are the foundation of his 
well-being and of his economic value and that it is 
unquestionably to the hospital’s advantage to pro- 
mote that health wherever possible. . 

The reduction of absences is an effective econ- 
omy measure. There is a direct expense involved 
in the employment of relief help and in sick leave 
compensation. An indirect expense results from 
lowered efficiency, either from the natural incom- 
petence of an inexperienced worker on the job, or 
as is frequently the case, from the job’s being left 
undone for the duration of the absence. 

The prompt treatment of headaches, minor di- 
gestive disturbances and other discomforts fre- 
quently keeps an employee on duty who would 
otherwise be sent home to recover. The incidence 
of absence caused by colds, flu, and similar com- 
municable diseases may be cut down, according to 
medical authority, by sending employees off duty 
until they receive permission of the personnel 
clinic to return. 

The personnel clinic also assists in cutting down 
on absences by furnishing statistics on the causes. 
Oftentimes a study of these causes will reveal 
startling information. For example, there is the 
case of the four girls who worked closely together. 
Clinic records showed that the absences due to 
colds among them was unduly high. One of the 
group was found to have a chronic sinus infection 
When she was moved from the group, absences in 
the group was almost eliminated. 

Then too, there is the ever present problem of 
combating those who pretend to be sick in order 
to collect their sick leave compensation or to get 
some extra time off. With the employment situa- 
tion what it is today, personnel sometimes even go 
so far as to fail to report to work and fail to notify 
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the department head and then return expecting to 
be paid sick leave for their absence. The doctor 
who operates the personnel clinic of the Presby- 
terian hospital in New York has diagnosed a new 
disease which he calls “week-end-itis.” Its symp- 
toms are often a horrible pain in the abdomen 
which occurs just before the employee’s week-end 
on duty. The department head is usually helpless 
to combat these situations. In fairness to the em- 
ployee, if he really is sick and has not used all his 
sick leave, then he should be off duty with pay. 
But if the personnel clinic is tipped off that a cer- 
tain suspicious case is being sent to see them, evi- 
dence can sometimes be accumulated which either 
substantiates or disproves the suspicion. 


Re-examination 


Some personnel clinics contend that all person- 
nel should have an examination once each year. 
There are, however, certain employees in every 
hospital who require periodic re-examinations. 
Here again the situation in the institution would 
influence the decision. But whether the entire 
group is re-examined or not, there are some em- 
ployees who should receive special consideration. 

As it has been stated previously, food handlers, 
in many cities, are required by ordinance to have 
a periodic re-examination. Certainly the hospital 
cannot afford to run the risk of food contamination 
by employees. A file, known in credit office circles 
as a “Tickler file,” provides an effective tool to re- 
mind the clinic when to call for the re-examination 
of each food handler. 


There are many jobs in every organization 
which expose the worker to hazards greater than 
those of the remainder of the group. The hospital 
has an obligation to those employees to combat 
those hazards by periodic physical examination. 

It is unfortunate, to say the least, that there must 
always be those employees who require severe 
disciplinary action. The problem would be simple 
if one could simply discharge the offender, with 
the assurance that one’s duty to the hospital had 
been fulfilled. But it must be remembered that a 
human being is being affected and that the chances 
are very great that the problem is not thus being 
solved either for the hospital or for the worker. 
Furthermore, it is to be remembered that a great 
deal of time and money have been invested in that 
worker’s training and that the department head 
who discharges him with only casual consideration 
is deliberately discarding hospital assets. In some 
cases the cause for discharge is related to the 
worker’s physical condition. A re-examination of 
the employee by a physician who understands the 
problem of the department head frequently results 
in a personnel adjustment which not only saves 
the worker for the hospital, but also saves his self 
respect. 
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Health Education 


There is wide agreement that health education 
is one of the prime purposes of the personnel 
health program. It can be carried on either by the 
individual method or by group meetings. It is 
generally felt that group meetings, for health edu- 
cation or for any other type of personnel training 
are rather impractical in hospitals because of the 
very nature of hospital work. Furthermore, Dr. R. 
S. Quinby in his “Supplement to the Committee 
Report on Health Education” of the National In- 
dustrial Conference Board makes the following 
statement: 


“T would weigh the value of the individual 
contact type as against the group method at 
least 80 to 20. I believe that the individual 
method will return you 80 per cent of the total 
as against 20 per cent by any group method.” 


The educational activity of the personnel clinic 
starts when the applicant receives his preliminary 
physical examination. The examining physician 
usually talks over any health problems which are 
revealed by the physical examination, and, if the 
applicant is hired, arrangements are made to carry 
through with further treatment and instruction. 


One of the objectives of health education is to 
get personnel to report minor illness or injury 
before it becomes serious. In this effort the depart- 
ment head plays a most important role. It is she 
and her assistants who watch the performance of 
their people and who can send them to the clinic 
if they do not seem to be well. If the department 
head plays that role well, the employees soon get 
the idea and ask for permission to seek health 
advice. 


Summary 

Hospital department heads and administrators 
are in an era of scientific management. Their work 
is to find better and still better ways of handling 
administrative problems. Frederick W. Taylor laid 
the groundwork for the handling of personnel 
problems several decades ago when he expounded 
his theories of using the “first rate man” in the 
“one best way.” 


The hospital health program is aimed toward 
that end. The physical examination is used to help 
assure that only first rate workers are employed. 
The workers thus selected are used intelligently 
from a health standpoint by using the information 
gained from the physical examination first, to pro- 
tect patients and personnel, and second, as a basis 
for their medical care and health education for the 
duration of their employment. Savings are effected 
by better work and fewer absences. Re-examina- 
tion protects certain workers from hazard and 
serves as a protection against unjust disciplinary 
action. 
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The Sheltered Workshop-—Its Place 
in Rehabilitation of Tuberculous 


EDWARD HOCHHAUSER 


the aftercare of the tuberculous. This is true 

not only in that only a small percentage of the 
patients discharged from sanatoria require gradu- 
ated work in a philanthropic institution, but. that 
the sheltered workshop is only part of the scheme 
of the social, economic and medical care of the 
patient and his family which aims at the maximum 
adjustment of the patient and his family. 


We know the shortcomings of a program which, 
as Dr. Herman Biggs put it many years ago, “takes 
in sick, self-respecting working men and turns out 
healthy loafers.” Dr. F. M. Pottenger concerned 
with the same problem, spoke of the 


“importance of inculcating a positive philos- 
ophy into these patients, telling them what 
they can do instead of what they cannot do. 
There are too many don’ts for consumptives 
and not enough dos. As a result they come to 
fear all acts which call for more than a min- 
imum of energy.” 


Sheltered workshops and colonies have demon- 
strated that relapses can be reduced and patients 
in all stages of the disease gradually returned to 
partial or complete self-support. They have often 
indicated how industry can reemploy their ar- 
rested tuberculous workers with profit to them- 
selves as well as the patients. 


Te SHELTERED WORKSHOP plays a limited role in 


The Tuberculous Worker in Industry 


As working conditions improved and hours were 
reduced, more tuberculous patients returned to 
their former employers. A study that we made 
some five years ago, disclosed that there are a 
number of employers who will employ tuber- 
culous patients. While 203 of the 214 who replied 
reemploy a worker who develops tuberculosis, less 
than 40 per cent said they would employ an appli- 
cant with tuberculosis. The 203 companies em- 
ployed 1,600,000 workers; 64 provided part time 
graduated work. One company of 19,000 with com- 
plete medical service for employees, reporting ap- 
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proximately 200 tuberculous workers employed | 
over a period of years, wrote— 


“relapses have been comparatively rare since 
workers have started on a part-time basis, and 
greater care which has come with wider ex- 
perience, has been used in insisting that only 
part-time work be indulged in until complete 
recovery is achieved.” 


The medical director of a company employing 
over 4600 said— 


“we have had twenty years of experience re- 
employing our tuberculous workers. We are 
quite happy with our results. As for the ques- 
tion of attendance records of these recovered 
cases, we made a check up a few years ago, 
and found, as we have on previous occasions, 
that the average attendance record was better 
than the average of the whole body of em- 
ployees.” 


The attitude of some employers willing to re- 
employ their own workers, but will not accept an 
applicant with tuberculosis, is indicated by the 
medical supervisor of a company with 3000 
workers— 


“we do not discriminate against persons pre- 
viously in our employ who have contracted 
tuberculosis and subsequently become ar- 
rested and able to work. We give considerable 
thought to placement of such individuals. I 
cannot give you figures as to how many we 
have had in the past fifteen years, but we have 
had our share and we have attempted to re- 
habilitate our own cases. We object however, 
to taking on the load from someone else.” 


The possibility of a job with his old employer, 
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Patients visiting on root 


is good therapy for the patient at the sanatorium, 
and assures adequate stay, for his job depends 
upon recovery. 


Disability allowances or pensions that are not 
concerned with rehabilitation and reemployment, 
are not sound and put a premium upon invalidism. 


Selling Industry on the Employment of the 
Tuberculous Worker 


To-day we have a greater possibility of selling 
industry on the employment of the arrested case of 
tuberculosis, as well as the reemployment of for- 
mer workers on a full time or part time basis, than 
ever before. In war industries employers are not 
only asked to employ them, but they are told that 
it is their responsibility to use all potential man- 
power for defense and for morale. 


For a large number, though not so large a per- 
centage of the patients, there will continue to be a 
dangerous gap between discharge from sanatoria 
and full time work that must be bridged or else, 
as the late Sir Pendrill Varrier-Jones of Papworth 
fame put it “we might as well throw our money 
into the sea for all the lasting good it will do.” 


“Every man ought to be self-supporting, and 
also able to contribute in some way to the 
wealth and progress of society; that is, no man 
has a right to belong to a distinctly leisure 
class that does nothing except enjoy itself and 
spend an income made possible by the service 
of a previous generation. Nor has any man 
who is crippled a right to be idle and enjoy the 
gratuitous support of relatives or of a philan- 
thropic agency or of the public. He ought to 
serve the community in such ways as he can, 
and if it is not possible for him to do so 
without some training or education, it is the 
business of the community to provide such 
training and education. Men who are idle de- 
teriorate not only physically, but morally and 
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socially as well. It is work—it is doing things 
—that tones up the man or woman and safe- 
guards his citizenship and his social life. Those 
made helpless through misfortune impose on 
society a double burden. They no longer con- 
tribute and they are an economic liability. We 
are then draining our resources from both 
ends and adding greatly to the liabilities of 
a community.” 


This was said 20 years ago by Dr. George B. 
Mangold then director of the St. Louis School of 
Social Work. 


For the patient with limited or uncertain work 
tolerance, for the far advanced case with doubtful 
prognosis, we will require a hardening center, 
sheltered workshop or colony. 


The Concern of the In-Sanitorium Training 


The in-sanatorium training that is concerned 
with the patient’s preparation for return to the 
community through educational, occupational, 
avocational or pre-vocational training, is playing 
a very significant part in the rehabilitation and 
adjustment of the patients. This is true whether 
the patient goes back to industry after leaving the 
sanatorium or must have a period of hardening 
before regular work. 


We view the sheltered workshop as one phase, 
a part in aftercare. In the rehabilitation of the 
tuberculous we are dealing with a complex situa- 
tion in which medicine is interwoven with so- 
ciology, economics, and psychology. The medical, 
social, and when necessary psychiatric or economic 
care of the patient and his family, are necessary 
supplementary services to the workshop. To treat 
the patient and neglect his family is as unsound 
socially as it is medically. To provide part-time 
work under sheltered conditions with rest facil- 
ities, for three to eight hours a day, only to have 
the patient go home to an unsanitary or over- 
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crowded home, with an insufficient income and all 
that it implies, is, to put it mildly, to limit the 
value of a sheltered workshop. 

I believed Brieux in his book “Damaged Goods” 
tells of how the tuberculosis patient was helped 
with advice not to spit and get plenty of southern 
exposure. Perhaps a parallel is to tell the patient 
discharged from the sanatorium with a limited 
work tolerance, not to worry and get nourishing 
food. 


Objectives of Shelters and Workshops 


Sheltered workshops, through productive, grad- 
uated work, with medical and social care and 
supervision, have as their objectives the physical, 
psychological, and social adjustment of the patient. 
They are concerned primarily with preventing 
relapses. It is a scheme of hardening through pro- 
ductive work, where the hazard of breakdown is 
greatly reduced, and the psychological value of 
earning on a competitive basis is retained. The 
sheltered workshop believes any activity which is 
economically useful provides a satisfaction and 
sense of real living—of earning one’s keep. Simu- 
lating industry in equipment and methods of 
work, it provides work and rest under careful 
medical supervision. While it sells competitively 
and pays prevailing or union rates for work pro- 
duced, if necessary it sacrifices economy in pro- 
duction for safety of patients. 


It carries patients from three to four hours work 
tolerance through graduated work to full day 
work. For some patients, it provides hardening up 
to the time when they may safely start on a vo- 
cational training program and when the training is 
completed, be ready for employment in industry. 
Unfortunately, New York State still insists on a 
doctor’s report that the patient is ready to under- 
take seven to eight hours work before providing 
trade training. This means that patients have to 
be kept two to four months longer, or vocational 
training paid for through private funds. Mr. Porter 
for the New York State Rehabilitation Bureau, has 
been in charge of an excellent experiment which 
considers for vocational training acceptable pa- 
tients discharged from Otisville or the Montefiore 
Country Sanatorium at Bedford Hills, New York 
with a four to six hour work tolerance, whose 
prognosis for full time work coincides with the 
time necessary to complete the training course. 
We hope that on a selected basis, this will become 
an accepted policy of the New York Rehabilitation 
Bureau. As long as private agencies must pay for 
vocational training a very limited number of pa- 
tients will receive it. 


Patients the Sheltered Workshop Should Serve 


The workshop, we believe, should serve, pri- 
marily, those patients who require a sheltered en- 
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vironment for from six months to three years. A 
small part of its facilities should be available to 
patients who on discharge from the sanatorium are 
believed to require permanent sheltered employ- 
ment. 


The Altro Workshop in New York is now in its 
twenty-seventh year. For the first years only early 
cases of tuberculosis were accepted and none with 
positive sputa. During the first World War we ad- 
mitted more advanced cases. Since then the num- 
ber has grown until in recent years approximately 
90 per cent are moderately and far advanced cases. 
Approximately 10 per cent are permanent shel- 
tered cases. 


One of our medical examiners is completing a 
detailed study of about 1000 patients at Altro 
through its first twenty-five years. He will report 
on this study in May at the National Tuberculosis 
Conference in Philadelphia. This report will show 
some very satisfactory experiences with positive- 
negative cases as well as those negative on admis- 
sion and on discharge from the sanatorium. Less 
satisfactory but still gratifying are the experiences 
with the unstable positive-positive cases. While 
some in this unstable group had to be laid off after 
short work experiences, many more worked up to 
full day and continued to work 10 to 25 years after 
admission. Others accepted in the permanent shel- 
tered category, after two to four years were gradu- 
ated into industry, while some patients admitted 
for limited stays, have been kept at Altro as pa- 
tients for more than five years. — 


The capacity of Altro has been increased from 
facilities for twenty-two patients in June of 1915 
to facilities for 156 patients and ten ex-patients in 
March of 1942. The present workshop erected in 
1925 was planned so that another floor can be 
added and the capacity increased by 60 or more. 


While patients come from many sources, includ- 
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Sewing Department 


ing sectarian and non-sectarian, private and public 
agencies, doctors, sanatoria, unions and employers, 
there have seldom been long waiting periods for 
patients applying who come within the categories 
as set forth by the Medical Board and the Board of 
Directors. The only exception has been the per- 
manent sheltered cases limited to 10 per cent of 
capacity. 

The last ten years have seen a great advance in 
the treatment of tuberculosis. Collapse therapy has 
lengthened the lives and arrested the disease of 
many patients who without this therapy were 
doomed to chronic invalidism or early decease. 


Is it fair to presume that among those patients 
are many who require careful follow up and su- 
pervision? We have known that the first few years 
after the sanatorium are the most hazardous and 
that medical and often social care is necessary 
during the first five years if the gains made at the 
sanatorium are to be retained. 

We are all concerned with getting the patient 
“back” to normal or as nearly normal adjustment 
as is possible. How to do it and where to place the 
emphasis is not always clear. To be conservative 
in itself may not be a virtue, but we, as well as the 
patients must take a long time view. Early in our 
experience we were concerned because of the lim- 
ited kinds of work offered a patient entering Altro. 
While the sewing trades were more often the back- 
ground of work experience than any other occupa- 
tion, in addition to students, thirty or more kinds 
of workers including nurses, teachers, and lawyers 
were represented. 

A psychiatrist convinced us that we exaggerated 
the psychological block that entering the sewing 
trades presented to even a young high school or 
college student. The patient experienced a great 
shock with the diagnosis of tuberculosis and all that 
this implied, such as giving up his studies, leaving 
his work, leaving his family and entering an insti- 
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tution. There he learned to adjust to a new life and 
when he left and was told that there was one more 
adjustment, namely graduated work at a new oc- 
cupation—which for only one out of six was to be 
his trade at which he would earn his livelihood 
after restoration to full work—it was not the block 
we had believed. He understands that his great 
fear, the reactivation of his tuberculosis, is under- 
stood, and that all reasonable precautions are ob- 
served; that when he reaches six to seven hours 
work tolerance, a work objective or vocational 
training according to his interests, skills, aptitudes 
and physique will be planned; that in the interim, 
through productive work he will be developing a 
realistic work tolerance measured by earnings; 
that he can earn from part to all his needs and 
perhaps those of his family; that as part of this 
preparation for full time work he and his family 
are guided or assisted to better physical and social 
adjustment. 

The question may still be posed as to whether 
the patient has not lost time at the workshop that 
might have been spent in trade training or an 
exposure to the tools or practices of his future 
vocation. This has been raised by some very 
earnest workers. If they are thinking in terms of 
the average moderately advanced or advanced 
case of tuberculosis who must have from six 
months to two years carefully supervised work, 
they are not taking the long time view or because 
of their limited experience, have not had the op- 
portunity to do so. 

We believe that in a workshop for the tuber- 
culous, trade or vocational training should be 
incidental. The object should be, (a) to reduce the 
number of relapses to a minimum, (b) to renew 
the patient’s faith in himself, (c) to carry him 
from part to full time or nearly full time work, and 
(d) to graduate into industry all those who have 
demonstrated their ability to work a full day. 





Cutting Department 








Almost all patients, on discharge from a sana- 
torium, do not need a sheltered workshop. 
Graduated work in industry under intelligent 
supervision has values that a philanthropic enter- 
prise does not possess. Arid it has been truthfully 
said that some of the best adjustments in industry 
have been made by the patient without the aid of 
public or private medical or social services. 

For years, workers in the field of the handi- 
capped, have tried to sell the emplover the idea 
that the trained rehabilitated handicapped person 
makes a good employee, stays longer, and has a 
better attendance record than the so-called normal 
worked. To-day, because of the war, employers are 
more willing to employ them than ever before. If 
the handicapped are to retain the jobs that are 
opening up for them, it is important that they 
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come as well prepared as is possible—physically, 
industrially, and emotionally—so that they may 
qualify for continuous employment. 


Desire or habit to serve someone, to work, has 
been the pattern of our lives, and usually the 
happy part of our lives. Unless we provide some 
opportunities for work for those who can work, 
we must put the handicapped on permanent relief 
with the demoralization, dissatisfaction, and dis- 
content that inevitably follows. With the tuber- 
culous, it means getting people well through 
expensive treatment, but through indolence create 
new problems that invite relapse with further 
hospitalization. 


Economically, as well as socially, physically, as 
well as spiritually, sheltered workshops pay. 





Appropriation for Nurse Training 


Approved by Congress 


Increased efforts are now being taken to relieve 
the present acute shortage of qualified professional 
nurses vital to war service. 


An appropriation of $3,500,000 for the “Training 
for Nurses for National Defense” has been ap- 
proved by the House of Representatives and, if 
approved by the Senate, will be available for the 
fiscal year beginning July 1, 1942. These funds, as 
during the past year, are being administered by 
the States Relations Division of the U. S. Public 
Health Service. They will be used for increasing 
the number of nursing students in basic programs, 
in preparing inactive graduate registered nurses 
for active service, and in offering postgraduate in- 
struction in special fields of study. 


Eligible schools, offering basic nursing educa- 
tion programs, which cannot increase admissions 
but which can use grants for scholarship tuitions 
and for other entrance fees for students in finan- 
cial need may apply for Federal funds for this pur- 
pose. It is hoped that no qualified applicant in this 
country will be kept out of a school of nursing 
because of financial need. 


Letters will be sent in the near future to the 
schools throughout the country that are eligible 
to apply for funds for the various types of pro- 
grams. Requests for application for these Federal 
funds for the conduct of programs during the next 
Federal fiscal year, beginning July 1, 1942, will be 
accepted by the U. S. Public Health Service for 
review any time after June 15, 1942. 
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Voluntary Hospitals and the Income Tax 


Excerpt from an address by the Honorable Wil- 
liam F. Montavon before the Catholic Hospital 
Association meeting in Chicago, June 16: 


“Under law, the income of a charitable corpora- 
tion is exempt from taxation, without regard to 
the source from which that income is derived, but 
with regard only to the requirement that the in- 
come be used exclusively for charitable purposes. 


“In making this recommendation, therefore, the 
Treasury Department has asked Congress to use 
its power to levy taxes as an instrument for re- 
stricting the power to own and administer prop- 
erty now enjoyed by citizens organized for a chari- 
table purpose. 


Public Groups Tax Free 

“In our country from the beginning there has 
developed a pattern of government in which there 
is encouragement and full freedom for personal 
initiative in social action, particularly in the field 
of religious, educational and charitable purposes. 
Heretofore these three have not been segregated 
in Federal Law. The pattern of our American gov- 
ernment, in this respect as in many others, is sin- 
gularly in accord with Christian teaching on 
charity.” 


He also pointed out that nonprofit charitable 
hospitals that have not had to pay excise taxes on 
articles they use in accord with the depression tax 
imposed several years ago, but made permanent 
in 1940, now are to be obliged to pay the excise 
tax, though public agencies rendering like services 
are not so taxed. 
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Meeting Increased Cost of Hospital Service 


Requires United Effort 


ALFRED G. STASEL 


united war effort is no longer a figure of 

speech, but a thing of reality. Time, effort, and 
supplies are the factors that will tip the scales of 
justice. Economies, large or small, whether ef- 
fected in the home or hospital, lend their weight 
to this united effort. We must all be economy- 
conscious at all times, whether we are doctors, 
nurses, maids, or whatever our respective duties 
may be. 


T: NEED for national economy as an aid to the 


Hospital Operating Costs After the War 


War brings with it economic and social adjust- 
ments which we must recognize whether individ- 
ually we wish to or not. Increased payrolls and 
increased commodity costs are already with us to 
a considerable degree and greater increases are 
ahead of us to an extent, in all probability as great 
as we have already had in past six to eight months. 
The reasons for these increases are quite obvious. 
Will these costs recede after the war? They no 
doubt will to some extent, but we will not be back 
on the old basis. This was true of the first World 
War and will no doubt be true of this one. Hos- 
pitals cannot escape the implications of a changed 
economic and social world. The influences of so- 
cial security, forty-hour weeks, higher wages, de- 
fense wage scales, inflation, will all affect hospital 
costs, either directly or indirectly and the increased 
costs we are now facing will to a very great de- 
gree be permanent. 


How are we going to meet these increased costs? 
The easiest way, of course, is to increase our rates 
for various services as such costs increase. And 
this becomes an absolute necessity if the voluntary 
hospitals are to survive. Increases in rate struc- 
tures may be approached on a more or less perma- 
nent basis by increasing all charges on a dollar- 
wise basis, or on a temporary basis by increasing 
all charges on a percentage-wise basis. This latter 
has been called by one hospital association, “A 
Defense surcharge.” This latter basis, namely, per- 
centage-wise increase, carries with it the implica- 
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tion of being tied up with the war emergency and 
as a matter of good faith will be removed when 
the need has been removed. We hope this is so. 


Analyzing Operating Costs and Revenue 


Hospital administrators should make themselves 
very familiar with the costs in all departments of 
the hospital and should check these costs, under 
present conditions, weekly or at least monthly and 
should see to it that the hospital is properly reim- 
bursed for services rendered. This does not pre- 
clude charity where charity is deserved. Insur- 
ance and county cases should be paid for on a full 
per capital cost basis and not less. Hospitals today 
cannot subsidize any insurance or compensation 
cases or county service. This is also true of group 
hospitalization cases as well. 


Dr. Fred G. Carter, when he was president of 
the American Hospital Association, gave us a word 
of caution in this regard when he said— 


“In communities where active service plans 
are operating, the hospitals are becoming 
more and more dependent upon them for pay- 
ment for services rendered. .. . as the move- 
ment grows, and the proportion of hospital 
income from this source increases, the per 
capital income of the hospitals tends to be- 
come fixed at a level which, in many instances, 
is somewhat below per capital costs. In the 
meantime the per capita costs may increase 
and the disparity between the two may prove 
ruinous to the financial structure of hospitals. 
This situation becomes doubly serious when 
we stop to realize that many of those who 
formerly constituted our paying clientele, 
upon whom we depended for certain profits 


to offset losses on free and part-pay work, now 
come to us as subscribers to hospital service 
plans. In the face of such facts it becomes 
obvious that unless the plans make every ef- 
fort to keep their per diem rates to hospitals 
at levels approximately equal to per capita 
costs, the hospital in order to avoid embar- 
rassment may find it necessary to devise serv- 
ices to sell down to a price instead of up to 
a standard.” 


This principle is more important now and in the 
future than ever before. Our voluntary hospitals 
have been proud of their tradition of services to all 
classes in the community. The extent to which 
our hosptials render community service as distin- 
guished from self-supporting service varies of 
course, but if community service becomes too low 
or vanishes, the distinctive status of our voluntary 
hospitals, as well as their immunities—tax exemp- 
tion and the like—will be in peril. With the dis- 
appearance of gifts and endowments it becomes 
more necessary than ever that these sources of 
income, that is, insurance and county, pay their 
way in full, in order that in turn our social obliga- 
tions to the community may be met. Our very 
existence is contingent upon this principle. 


Need for Cooperative Effort 


The time has come in hospital administration 
when we must think in “stream-lined” terms. Co- 
operative effort within the hospital institution, as 
well as between institutions in the same locality, 
is now fundamental, for it is only through this co- 
operation within and without that hospitals will 
survive the trials and tribulations which they now 
face and will face for some time to come. 


For the past few years we have become soft and 
self-satisfied. From now on we must do a better 
job. We must now become penny-wise if we are 
to carry on in a successful way and save dollars. 
The secret of successful operation of an acute hos- 
pital is in “turn-over” and not in occupancy. The 
faster the “turn-over” the greater the per-diem in- 
come. There is not a need, as a rule, for more acute 
beds in a community, but there is a great need for 
sub-acute beds at lower cost. 


On Increasing Rates 


I have mentioned that the easiest way to meet 
increasing costs is to increase rates—that is neces- 
sary, of course, to a certain degree. This is only 
part of the problem however. Increasing rates 
without doing a better job of collections will get 
us nowhere. Why not think, therefore, in coopera- 
tive terms — particularly in larger communities, 
and this may be applied state-wide as well—by the 
establishment of a centralized credit and collection 
service for hospitals, together with a financing bu- 
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reau to assist those who need this service. Group 
hospitalization has helped in this regard, but we 
still have the major problem with us. Experiments 
to this end in other communities have reduced col- 
lection costs by one-half and increased the work- 
ing capital of the hospital thereby—why not here? 
We can do a better job through cooperative effort. 


Let us look at the other side of the question— 
that is the cost side of our hospitals—and what can 
we do to meet rising costs in a better way. 


Ways of Reducing Operating Costs 


We all take care of patients and the fundamental 
problem here is, for all practical purposes, the 
same. 


Why do we not standardize our intra-hospital 
history forms and use the Monolithic method of 
printing as is now the custom with large users of 
printing, such as insurance companies? We can 
reduce our printing costs 40 per cent to 50 per cent 
under previous individual methods. 


Why not centralize our major purchasing prob- 
lems? With the complexities of priorities, new 
processes and substitutions, we, all of us, are more 
or less in a whirl. Big business has recognized the 
advantage of pooled purchasing; the State of Min- 
nesota is doing it at a big saving. Our hospitals— 
combined—is big business. What is wrong in sav- 
ing 10 per cent to 20 per cent in this way? 


A centralized employment bureau serving our 
northwest area would go a long way towards not 
only stabilization of employment and reducing 
turnover, but would again result in considerable 
savings to all of us. 


Central schools of nursing for theoretical instruc- 
tion developed by zones instead of individual hos- 
pitals would definitely reduce cost of nursing edu- 
cation and provide all communities—rural and ur- 
ban—with adequate nursing care. 


Rationing 


The present nurse shortage is to some extent our 
own fault, but we shall get nowhere by “crying 
over spilled milk.” It is now clear to the majority 
of us that we shall have to do without all luxuries 
and many so-called necessities for the duration of 
the war and that a great many comforts will have 
to be rationed or should. Special nursing will 
come within this category. Hospitals and the pub- 
lic must be relieved of the expense of maintaining 
graduate nurses or special duty nurses when such 
nurses should be placed on the permanent payroll 
and their efforts spread in the care of larger num- 
bers of patients. Also, a distinction in the care of 
the acute as against the sub-acute patient should 
now be recognized. Judicious use of the volunteer 
nurse aide, as well as the trained aide, will, of 
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course, be of considerable help. We need many 
kindly and intelligent hands for the bedside care of 
the patient and these are obtained if we will use a 
little common sense and work together for it. 


Hospital Economies That Can Be Put in Effect 


Let us consider some of the economies that are 
seemingly small, but are necessary at this time— 
and frankly speaking—they are all around us if 
we keep our eyes and ears open and become truly 
economy conscious. 


In reading a recent copy of News-Week, my at- 
tention was called to an item of suggested economy 
by the American Institute of Laundering, who 
suggested that diners lean well over the plate while 
eating—to prevent spots on the table cloths. Rea- 
son: saving of laundry wear and tear is more im- 
portant than good table manners now that im- 
pending shortages of textiles threaten the supply 
of table linen. Suggestion: Analyze your linen 
usage at its source. School your organization in 
linen economy. The results obtained will be worth 
the efforts. 


Analyzing the Food Service 


Food costs are mounting—can anything be done 
about it? Yes, analyze food service. Do you serve 
too much sugar, butter, bread, potatoes, meats on 
trays that later come back to only go into the gar- 
bage cans? Garbage can inspection is a regular 
procedure in the Army hospitals to check against 
waste. Why not in the civilian hospital? If our 
hospital administrators would do this only once in 
a while, they would learn considerable about food 
waste. Then there is food substitutions, which an 
alert dietetic department will carry out in these 
times without anyone noticing any change, except 
that perhaps the hospital administrator subse- 
quently wakes up to the fact that his food budget 
has not gone up as fast as other he knows about. 
Food cost consciousness through an educational 
program throughout our respective organizations 
will also help reduce food waste. 


When considering drug, medical, and surgical 
costs, substitutions are perhaps limited and yet if 
we keep our medical staff conversant with costs 
from time to time, I am sure we can count on their 
support in keeping the ultimate case cost in line. 
Again education as to rising costs will reflect itself 
in economies. 


Conserving Light and Power 


The use of electric lights and power unneces- 





sarily has been a bug-bear to all of us at all times. 
Why not have the following notice printed and 
placed on every light switch to make us all con- 
scious of this cost. 


NOTICE 


In cooperation with the United States National 
Defense Program we are asking everyone to 
conserve electricity by making sure that all 
lights are out when not needed. Uncle Sam 
needs power. 

“Let’s Help Him.” 


General maintenance costs can be reduced. Our 
painters, electricians, carpenters and mechanics 
appreciate attention to their needs. If we, as hos- 
pital administrators, show a real interest in their 
work and accomplishments, we can rest assured 
our maintenance departments will respond whole- 
heartedly to our desires for a real war economy. 
They will appreciate the responsibility. 


Many other economies are obvious to many of 
us, such as rubber gloves. When worn out save 
fingers for finger cots and cut up balance of glove 
for rubber bands. Adhesive—use cloth adhesive in 
only required amount. Substitute scotch tape for 
pasting notices and other details where cloth tape 
is not necessary. Rubber sheets should be well 
guarded. They are now worth their weight in gold; 
you may have to turn in old ones to get new ones 
before long. Develop regular inspection periods of 
equipment in each department to keep it in the 
best of shape. You may have to get along with it 
for a long time and there is definite economy in 
this procedure. 


Salvaging 


Save everything —cans, drums, barrels, rags, 
rubber goods, paper. Have some central place 
where these items can be collected or sold. It all 
helps in this all-out war effort. 


And so, we are a nation at war—a war that none 
of us desired or like. It is difficult to realize that 
searcities face us on every side, but our fighting 
forces must come first. So let us all “tighten our 
belts” a little more. Our present economy pro- 
gram is a “must” program if we are to survive. 
We can do a better job of meeting rising hospital 
costs if we will just become more realistic as to our 
responsibilities. The hospital administrator of to- 
day and the future must be one who has the 
“Patience of Job”; the “Wisdom of Solomon”; and 
the “Courage and ingenuity of a MacArthur.” 
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Blue Cross Plan News 


Paul V. McNutt Endorses 


ices has again endorsed the voluntary method 
of assuring hospital service protection, this 
time by a letter urging civic groups and theatres 
to show the motion picture “The Common De- 
fense,” which dramatizes the importance of 
prompt hospital care and the Blue Cross method 


Te: Office of Defense Health and Welfare Serv- 


“The Common Defense” 


of paying hospital bills with pennies. This offi- 
cial endorsement removes any doubt as to 
whether theater operators are permitted to show 
this educational picture when they believe it will 
be of interest or of educational value to their cus- 
tomers. For in a previous letter to the Director of 
the Commission, the Deputy Coordinator of Gov- 

ernment Films had written. as 





FEDERAL SECURITY AGENCY 
WASHINGTON 


OFFICE OF 
THE ADMINISTRATOR 


Dear Doctor Rorem: 


it is both interesting and timely. 


illness. 


comunity interest and education. 


Dr. C. Rufus Roren, 

Director, Hospital Service 
Plan Commission, 

American Hospital Association, 

Eighteen East Division Street, 

Chicago, Illinois 





Members of my official staff recently 
reviewed the sound motion picture, "The Common 
Defense," produced by the American Hospital 
Association. They reported the picture dramatizes 
the importance of prompt hospital care and that 


The Office of Defense iiealth and Vielfare 
Services has endorsed the non-profit Blue Cross 
Plans because they protect the health and productive 
capacity of the Nation and conserve American man- 
power and economic resources for Defense activities. 
It is, therefore, good news that millions of 
Americans have joined the common defense against 


I trust that the motion picture will tell 
the story of Blue Cross to many more employed 
workers and their families, and that your offer 
to make the film available to civic groups and 
theaters will be widely accepted as a matter of 


Very cordially yours, 


OA even OTN 


Administrator 


follows: “There is no Gov- 
ernment regulation prohibit- 
ing motion picture exhibitors 
from exhibiting anything they 
wish; that is, any picture 
which otherwise complies 
with State and Federal laws.” 


June 10, 1942 


Blue Cross Plans symbolize 
our national unity—our vic- 
tory over illness and accident, 
which endanger life and cause 
worry and loss of valuable 
time. No one can tell when he 
may need hospital service, but 
everyone, for a few cents a 
day, can make sure that he 
will receive hospital care, if 
necessary. 


Several hundred theatres 
have already shown or booked 
“The Common Defense” as 
part of their current programs, 
and it may be expected that 
several thousand will carry 
the message of Blue Cross 
during the coming year. Hos- 
pital administrators interested 
in showing the picture to their 
medical staffs, employed per- 
sonnel, or community sup- 
porters, may arrange for the 
rental of 16 mm. films through 
their local Blue Cross Plans or 
the Hospital Service Plan 
Commission. 
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The Hospital Service Plan Commission held a 
regular meeting, June 11, at the American Hos- 
pital Association’s headquarters in Chicago. A 
number of actions were taken which are of special 
interest to hospitals. 


Reciprocal Transfers and Benefits 


Reciprocal agreements for transfers and the en- 
rollment of branch employees have proceeded 
satisfactorily during the past year, and at a recent 
conference of Blue Cross representatives in New 
York City, it was suggested that the transfer form 
be simplified and the transfer requirements ma- 
terially reduced for paid-up subscribers in good 
standing, who were originally enrolled as part of 
an employed group. 


There has been less satisfactory experience with 
the provision of service benefits to out-of-town 
subscribers, due mainly to the difficulties of arriv- 
ing at satisfactory rates of payment to the hos- 
pitals in the areas where subscribers are hos- 
pitalized. The Commission voted to recommend 
that contiguous Blue Cross Plans attempt immedi- 
ately to establish reciprocal service benefits, pend- 
ing a more comprehensive arrangement for service 
benefits in all communities. 


Individual Enrollment 


There is a general demand for Blue Cross Plans 
to accept enrollment from self-employed persons 
and those employed in groups not sufficiently 
large to meet the enrollment requirements of the 
individual Plans. Experience has shown that when 
individual participation is permitted, a relatively 
small number of employees take advantage of the 
privilege, but that the policy results in favorable 
public relations for the Blue Cross Plan. This is 
true even though rather extensive restrictions are 
placed upon the conditions of enrollment and the 
benefits to which subscribers are entitled during 
the first twelve-month period. The Commission 
recommends that Blue Cross Plans generally give 
further study and attention to the enrollment of 
individuals not eligible for group participation. 


Selective Service 


Upon the suggestion of several Blue Cross exec- 
utives, the Commission staff inquired into the pos- 
sible status which might be given Blue Cross em- 
ployees with respect to the Selective Service sys- 
tem for induction into the armed forces and the 
newly created Man Power Commission for trans- 
fer of certain employees to war production enter- 
prises. 
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At the present time, there are no general classes 
of employers whose entire personnel are eligible 
for deferment from service in the armed forces or 
from possible transfer to war production. This ap- 
plies not only to manufacturing enterprises, but 
also to community services necessary to national 
defense, such as hospitals and welfare and public 
health agencies. Employees are individually con- 
sidered for deferment by local Selective Service 
Boards only upon submission of specific evidence 
as to indispensability. 


Ward Service Plans for Low Income Groups 


There is continued emphasis upon the enroll- 
ment of low income groups for hospitalization pro- 
tection, and three different approaches to the low 
income groups have been made by the Blue Cross 
Plans: 


a) Ward plans open to the general public. These 
subscription rates are somewhat lower than for 
the semi-private benefits offered by the same or- 
ganization. Approximately 20 Blue Cross Plans are 
conducted on this basis. 


b) A single, low-priced plan open to the general 
public. There are approximately 20 Plans which 
offer one subscription rate of $1.50 per month or 
less for family coverage. 


c) Low-cost plans offered to specified income 
groups (with or without medical care). This is the 
arrangement which prevails in Boston, New York 
City, and Philadelphia. 


The Commission will continue to make informa- 
tion available with respect to low-cost hospital 
service protection, including the activities of exist- 
ing low-cost plans which are now offered through- 
out the United States. 


Enrollment of National Accounts 


Many national firms have their employees en- 
rolled in Blue Cross plans throughout the country, 
but important problems still face hospital service 
plans, namely: provision of a uniform contract to 
all employees of large concerns; provision of med- 
ical and surgical benefits; establishing and main- 
taining authoritative contacts on behalf of more 
than one Blue Cross Plan. 


The Commission authorized its Committee on 
National Enrollment to investigate possible costs 
and procedures of obtaining the services of a na- 
tional field representative and to cooperate with 
Blue Cross plans in the enrollment of employees 
of large nation-wide business firms. 
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Conference on National Enrollment 

In accord with the action of the Commission, 
John R. Mannix of Detroit, chairman of the Com- 
mittee on National Enrollment, called a confer- 
ence of Blue Cross representatives, June 12. Blue 
Cross representatives in attendance were, in addi- 
tion to Mr. Mannix: Reginald F. Cahalane, Bos- 
ton; Arthur M. Calvin, St. Paul; Frank A. 
Deniston, Chicago; Thomas Manley, Philadelphia; 
John A. McNamara, Cleveland; Ray F. McCarthy, 
St. Louis; Abraham Oseroff, Pittsburgh; Frank 
Van Dyk, New York City; E. A. van Steenwyk, 
Philadelphia. 

A special subcommittee was appointed to inves- 
tigate the possibility of arranging for the services 
of a national representative to make formal rec- 
ommendations to the Hospital Service Plan Com- 
mission. 





++ 


Women as Enrollment Workers 
A corps of Philadelphia girls today offer an at- 
tractive solution to the enrollment problem facing 
all hospital service plans in the loss of their en- 
rollment representatives to America’s armed 
forces. 


For more than a year, the Associated Hospital 
Service of Philadelphia’s Blue Cross girls, in 
starched white nurses’ uniforms and caps, have 
acted as an auxiliary enrollment unit in the huge 
plants and industries of metropolitan Philadelphia. 

The Blue Cross girls carry on the enrollment 
campaigns, arranged by a plan representative with 
company executives. Their work varies with in- 
dividual plants. Sometimes, the girls are stationed 
at small Blue Cross booths, where employees come 
for information and applications. Often they may 
“bushbeat”—circulate throughout the plant, ap- 
proaching each employee, answering questions 
and filling out applications for them. 





A hat finisher decides 
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Usually, the Blue Cross girls do not have to 
make change or accept subscriber payments, for 
payroll deduction is the general rule in large in- 
dustry. But they do act as collection agents in 
military and governmental units. Philadelphia is 
the home of the Army’s Quartermaster Depot, the 
Marine Quartermaster Depot, the Signal Corps, 
the Frankford Arsenal and one of the nation’s 
chief Naval bases, the huge Philadelphia Navy 
Yard. Here, no provision can be made for payroll 
deduction of subscribers’ fees. 


Federal munition: workers enroll . 


A year ago, the girls’ white uniforms were suf- 
ficient identification for entrance into either mili- 
tary or civilian grounds. Today, each Blue Cross 
girl possesses special identification cards and af- 
fidavits of citizenship to meet the ever-tightening 
war regulations. 


a 





Blue Cross is a Help 
In a bulletin to hospital executives, the Associ- 
ated Hospital Service of New York reported that 
3600 recently hospitalized subscribers gave the 
following replies to a questionnaire sent to them 
following discharge. 


Twenty-four per cent would have delayed hospi- 
tal care if they had not been subscribers; forty-two 
per cent would otherwise have used ward facil- 
ities; only fifty-nine per cent would have been able 
to pay the entire hospital bill on the day of dis- 
charge; ninety-eight per cent found that the hos- 
pital benefits under the Plan made it easier for 
them to pay their doctors’ bills. 
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Relation of Member Hospitals to 
Hospital Service Plans 


The interdependence of hospitals and Blue Cross 
Plans increases with the number of employed sub- 
scribers and dependents entitled to voluntary non- 
profit hospital service. 


The following statement dealing with the rela- 
tions of member hospitals was adopted by the 
Board of Trustees of the American Hospital Asso- 
ciation December 9, 1939, on recommendation by 
the Council on Hospital Service Plans and the 
Committee on Coordination of Activities. Since 
that time, the enrollment in Blue Cross Plans and 
the number of member-hospitals have increased 
two-fold and more, but the basic principles still 
guide the Blue Cross movement. They are re- 
printed for the information of Plan and hospital 
executives and Trustees who have become actively 
interested in voluntary hospital service since that 
time. 


“WHEREAS, the hospitals represented in the membership 
of the Association have, together with other groups of 
public-spirited citizens, sponsored the establishment of 
nonprofit hospital service plans, and this Association offi- 
poy endorses and recommends such plans to the public; 
an 


“WHEREAS, the Association recognizes the plans which 
meet the standards of the Commission on Hospital Service 
of the American Hospital Association as public social in- 
surance measures, designed to provide hospital service, 
rather than cash indemnity to meet hospital expenses 
already incurred and paid by the patient; and 


“WHEREAS, by means of contractual and other arrange- 
ments with the Hospital Service Plans, the hospitals fur- 
nish necessary services to subscribers as provided under 
the terms and conditions of their individual certificates, 
this arrangement enables the member hospitals to admit 
subscribers of plans without formality or the usual re- 
pe a for payments in advance for necessary serv- 
ices; an 


“WHEREAS, the member hospitals are not in a position 
to participate in, and support in the same way other plans 
providing for cash indemnities to cover hospital expenses, 
nor can they recognize, as a basis of changing ordinary 
credit requirements, any contracts between insurance 
companies and policy holders; 


“THEREFORE, BE IT RESOLVED that hospitals of this 
Association will most adequately serve the interests of 
hospitals, subscribers and the general public by engaging 
in service contracts only with nonprofit hospital service 
plans organized according to the standards of the Com- 
mission on Hospital Service of the American Hospital 
Association; and 


“BE IT RESOLVED FURTHER, that hospital services to 
policy holders of commercial insurance companies (or to 
the subscribers of other prepayment plans), be subject 
to the same financial credit requirements for each institu- 
tion as that institution applies to other patients seeking 
hospital care.” 
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Hospital Admissions Decrease in May 


The high utilization during the winter and 
spring months was reduced 7 per cent during the 
month of May, based upon information from 61 
Plans and nearly 8,000,000 member months of hos- 
pital protection. On an annual basis, May statistics 
reveal an average of 10.1 admissions per member 
year, as compared with 10.8 for April. 
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A number of Blue Cross Plans which had ex- 
perienced slight net losses during the first quarter 
of the year made substantial increases in their 
earned reserves during the month of May. 





Blue Cross Section at Catholic 
Hospital Association 


A well attended session of the Catholic Hospital 
Association in Chicago, June 16, took the form of a 
Panel Discussion, presided over by Ray F. Mc- 
Carthy, executive director of the Group Hospital 
Service, Inc., St. Louis, Missouri. Questions from 
the floor were answered by a group of panel dis- 
cussants on such matters as hospital guarantee, 
contingency reserves, sources of hospital income, 
service in rural areas, and the effect of Blue Cross 
on charity service. 





Left to right: Ray F. McCarthy, Paul F. Bourscheidt, 

Leon R. Wheeler, Rev. John J. McInerny, S.J., H. G. 

Kane, J. D. O’Brien, Neil J. Gleason, and Rev. Bakewell 
Morrison, S.J. 


The panel discussants included the following: 
N. J. Gleason, President, Associated Hospital Serv- 
ice, Inc., Milwaukee, Wisconsin; The Reverend 
Bakewell Morrison, S.J., Director, Department of 
Religion, St. Louis University, St. Louis, Missouri; 
The Reverend John J. McInerny, S.J., Regent, 
Creighton University School of Medicine, Omaha, 
Nebraska; Paul F. Bourscheidt, Executive Direc- 
tor, Central Illinois Hospital Service Association, 
Peoria, Illinois; Frank A. Deniston, Executive Di- 
rector, Plan for Hospital Care, Chicago, Illinois; 
C. J. Foley, Public Relations Director, Associated 
Hospital Service, Inc., Milwaukee, Wisconsin; 
Leon R. Wheeler, Executive Secretary, Associated 
Hospital Service, Inc., Milwaukee, Wisconsin; John 
D. O’Brien, Assistant Director, Group Hospital 
Service, Inc., St. Louis, Missouri; H. G. Kane, At- 
torney and Board Member, Associated Hospital 
Service, Inc., Milwaukee, Wisconsin. 
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Routine of the Gastrointestinal Clinic 
Greenpoint Hospital 


SAMSON A. SELEY, M.D. and RUDOLF RAPP, M.D. 


routine of the Gastrointestinal Clinic of the 

Greenpoint Hospital for the benefit of those 
contemplating the organization of a gastrointesti- 
nal clinic; and also to promote criticism for the 
betterment of such clinics already existing. 


Ts PURPOSE of this article is to describe the 


In 1922 permission was granted by the medical 
board and the Commissioner of Hospitals of the 
New York Department of Hospitals to one of the 
authors of this article, Dr. Samson A. Seley, to 
organize a gastrointestinal clinic at Greenpoint 
Hospital, Brooklyn, New York. Members of the 
various other clinics already functioning were ad- 
vised that they could refer gastrointestinal prob- 
lems to the Gastrointestinal Clinic at Greenpoint 
Hospital. After a few months Doctor Seley was 
joined by a voluntary assistant, and at present 
there are nine voluntary assistants who attend 
practically every clinic. 


The number of patients referred to the Gastro- 
intestinal Clinic increased so rapidly that it was 
found necessary to limit the number examined in 
each clinic session to fifty, so that the doctors 
would have sufficient time to investigate each pa- 
tient with a degree of meticulousness equivalent 
to that given ward patients. 


The patients examined from January 1935 to 
January 1941 numbered 2419, with 13,779 return 
visits. Twelve hundred thirty patients were fluoro- 
scoped, 804 gastric analyses were made, and 504 
patients were sigmoidoscoped. At present the aver- 
age number of new patients per clinic is eighteen, 
and return cases thirty-two. 


= 


Admission Procedure 


All new patients with gastrointestinal com- 
plaints are first admitted to the Medical Clinic. 
Patients are referred to the Gastrointestinal Clinic 
at the discretion of the doctors in the Medical 
Clinic. Patients being treated in any of the clinics 
other than the Medical Clinic, such as the Surgical 
Clinic or the Cardiac Clinic, may be referred di- 
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@ Dr. Samson A. Seley is Chief of the 
Gastrointestinal Clinic and Dr. Rudolph 
Rapp is Superintendent of Greenpoint Hos- 
pital, Brooklyn, New York. 








rectly to the Gastrointestinal Clinic for consulta- 
tion without first going to the Medical Clinic. 


Procedure in the Gastrointestinal Clinic 


New cases are assigned by one of the nurses to 
the doctors working in the clinic with an attempt 
to apportion an equal number to each doctor. A 
complete history and physical examination is writ- 
ten on a special history sheet which contains sug- 
gestions in the margin for the doctor’s benefit. 
(Figure 1) 


A provisional diagnosis is made and a notation 
is made of the laboratory data desired to aid in 
making a diagnosis. In the meantime treatment is 
prescribed. 


Return cases are assigned as far as possible to 
the doctor who took the original history. 


Each one of the clinic doctors has a special as- 
signment, which is changed every few months. 
One doctor does all gastric extractions and analy- 
ses, and gastric lavages; another, all duodenal 
drainages and analyses. Proctoscopy and sigmoido- 
scopy, and biopsies are done by competent assis- 
tants: One doctor takes care of all fluoroscopic ex- 
aminations. Gastroscopy at present is done by one 
of the authors. The chief of the clinic supervises all 
procedures and is called by any of the doctors 
when there is a case of unusual interest, and gen- 
eral discussion often takes place, time permitting. 


Laboratory Procedures 


1 Gastric Analysis—The patient is given printed 
instructions as follows: 


“Fat light breakfast before 9 a.m. (includ- 
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Figure 1 


GREENPOINT HOSPITAL 
GASTROINTESTINAL CLINIC 


Gastrointestinal History 


Present Illness 

PAIN 
Duration 
Remissions 
Location 
Radiation 
Character 
Relation to meals 
Night pains 
Relief by food, medicine, etc. 

FULNESS 

BELCHING 

NAUSEA 

VOMITING 

REGURGITATION 

DYSPEAGIA 

APPETITE 

WEIGHT 


BowE.ts—Regularity 
Pain, color, worms 


ALLERGIC MANIFESTATIONS 
Hasits—Tobacco, Alcohol 


Associated Tracts 
C.H. 

G.U. 
Gyn. 

Past History 
Medical 
Surgical 

Family History 

Physical Examination 

Working Diagnosis 

Advise: 





ing one roll with seeds). Do not eat after 9 
a.m. May drink water. Report to Clinic at 
1 p.m.” 

At approximately 3 p.m., which is six hours 
after eating breakfast, the patient is given 3 oz. of 
7 per cent alcohol. After twenty minutes the entire 
contents of the stomach is removed with a Levine 
tube, using the Seley Gastro-pump’. If more than 
3 0z. is obtained and seeds of the roll are present, 
the patient has a six hour retention, requiring 
special attention. Analysis of the extraction is 
done in the clinic, and not sent to the hospital 
laboratory. Fractional analyses are done only for 
special indications. 

2 Gall Bladder drainage—The patient is given 
printed instructions to eat a light breakfast before 
8 a.m. and be in the clinic at 1 p.m. A duodenal 
tube is passed and fraction B examined microscop- 
ically in the clinic. 

3 Proctoscope and Sigmoidoscopy—The patient 
is given written instructions as follows: 


“Take one ounce of Castor Oil at 8 p.m. 
Monday. Take enema with tablespoonful of 





1Seley, S. A.: The Gastro-Pump, Am. J. Dig. Diseases, Vol. V— 
No. 6 (Aug.) 1938. 
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salt to quart warm water at 9 a.m. Tuesday. 
Eat light lunch and come to clinic at 1 p.m.” 


4 Fluoroscopy—The patient is given the follow- 
ing printed instructions and a prescription for 2 
oz. of barium: 

“On Tuesday morning at 9 a.m. take the 
entire contents of the package of barium in a 
plate of oatmeal. A light breakfast (coffee 
and toast) may also be eaten. Do not eat there- 
after. Be in the clinic at 2 p.m.” 

The patient is fluoroscoped at 3 p.m. giving us 
the six hour findings, and then a second barium 
meal is given for the gastric and duodenal picture. 

Because of the overburdened x-ray department, 
only cases which in the judgment of the clinician 
require further study are x-rayed as well as fluoro- 
scoped. 

5 Gastroscopy—tThe instructions are to eat no 
breakfast or lunch. The patient may drink water, 
and appears for investigation at 1 p.m. 

6 Blood Tests—The patient is sent to the labora- 
tory with a slip on which the request is indicated. 
Stool specimens are brought to the clinic for in- 
spection before being sent to the laboratory. 


Treatment 


Having made a provisional or final diagnosis, 
the patient is placed on an appropriate diet, which 
is made as simple as possible considering the finan- 
cial status of the clinic patient. Figure 2 and Fig- 
ure 3 are samples of the ulcer and gall bladder diet 
given to the patient. 

The indicated medication is given, and the pa- 
tient advised when to return. The druggist dis- 
penses sufficient medication for two weeks and if 
the patient is instructed to return in four to six 
weeks, he is given two or three prescriptions. He 
must return in two weeks and present his second 
prescription directly to the druggist. In this way 
the patient does not waste his time waiting his 
turn, and increase the number of patients seen by 
the doctor unnecessarily. 


Follow-Up 
If a patient does not return at the time of his 
appointment, a card is mailed to him granting 
him another appointment. All patients are fol- 
lowed until discharged, cured, or transferred to 
another clinic. 
Research 
Any doctor who wishes to do research work is 
relieved of his regular duties so that he can devote 
his time to the problem he has in mind. Other 
members of the clinic cooperate, willingly turning 
over to the research man the type of patients he 
requests. 
In 1936 one hundred chronic peptic ulcer pa- 
tients were selected and divided into four groups: 
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one group received injections of larostidin; the 
second group, synodal; the third group, aolan; the 
fourth group, distilled water. 

Nearly all the patients reported relief from 
symptoms very shortly after the onset of the injec- 
tions. One patient who received distilled water 
returned the next day for her second injection, 
and said she was entirely relieved. At the end 
of three to six months after the injections, every 
one of the patients was back in the clinic with the 
same complaints as before. 

In 1939 the Woldman Test was investigated. In 
this test, Doctor Voldman claimed he could deter- 
mine the presence of an open lesion, such as an 
ulcer or carcinoma in the gastrointestinal tract, 
by giving the patient a measured dose of phenolph- 
thalin and collecting the urine for three hours 
afterwards. The presence of phenolphthalin in 
the urine was suppose to indicate an open gastro- 
intestinal lesion. In more than 100 patients we 
found that this test was of no value. However, by 
the time we were ready to go to print, the litera- 
ture was full of reports indicating the lack of value 
of the Woldman Test. 

In 1940 we selected 25 cases of chronic peptic 
ulcer to determine the value of sulfanilamide by 
mouth. Realizing that acute ulcer or ulcer of short 
duration tends to heal spontaneously in a large 
percentage of cases so that the value of new drugs 
or regimes becomes difficult of evaluation, we de- 
cided to take only cases that had been coming to 
the Clinic for two or more years, and in which the 
usual ulcer diet with alkaline powders or alum- 
inum hydroxide gel had failed to cure. The psy- 
chic effect on ulcer patients is so great that any 
new drugs seems to give immediate relief. A few 
of these patients asked for sippy powders on the 
first or second return visit, but the majority got 
considerable relief with the sulfanilamide. These 
patients will be followed for one year and a report 
rendered in 1942. 


Postgraduate Courses for the General Practitioner 


Under the auspices of the Committee for Post- 
graduate Teaching of the Kings County Medical 
Society, a limited number of physicians are se- 
lected from those applying for the course which 
is given annually or semi-annually. Under super- 
vision students do gastric extractions, analyses, 
proctoscopies and all other procedures on the pa- 
tients in the clinic. 

In addition didactic lectures are given illus- 
trated profusely with roentgenograms. 

The following was the schedule of lectures for 
1941: 


January 27—Peptic ULcer—Its Complications and Treat- 
ment. S. A. Seley, M. D. 


February 3—PATHOLOGICAL SPECIMENS. Rosa Aronoff, 
M. D. 
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February 10—CarcINOMA OF THE GASTROINTESTINAL 
Tract. S. A. Seley, M. D. 


February 17—DISEASES OF THE GALL BLADDER AND LIVER. 
S. A. Seley, M. D. 


February 24—DISEASES OF THE OESOPHAGUS, SMALL INTES- 
TINES AND COLON—REGIONAL ILEITIS. S. A. Seley, M. D. 


March 3—INTERESTING ROENTGENOGRAMS. J. Fierstein, M.D. 


Physical Equipment of Gastrointestinal Clinic 


A new building for clinics was built for the 
Greenpoint Hospital in 1937. The gastrointestinal 
department has the use of eight rooms and a foyer. 
Each room is completely tiled and contains a desk, 
two chairs, sink, scale, wall Baumanometer and 
examining table, and two adjacent dressing rooms. 
Over each table is a copy of the Gastrointestinal 
Formulary and a set of diet sheets. One room is 
especially equipped with a laboratory outfit, an- 
other room with a special table for sigmoidoscopy, 
and a third room for gastroscopy. A clerk sits at a 
desk in the foyer to make appointments. Three 
nurses are assigned to the clinic in addition to a 
dietitian to help explain diet problems to patients. 
Appointments for special procedures, such as 
gastroscopy, etc., are kept so as not to overburden 
the clinic. An attempt is made to limit such special 
procedures to five for each clinic session; that is, 
five sigmoidoscopic examinations, five duodenal 
drainages, etc. 








Figure 2 
GREENPOINT HOSPITAL 
GASTROINTESTINAL CLINIC 


Ulcer Diet 
DO NOT EAT ANYTHING NOT ON THIS DIET 


If there is anything you do not like, you need not eat it. 
Drink a glass of milk at 10 a.m.; 3 p.m. and 9 p.m. 
Do not smoke! 
Milk, buttermilk, malted milk, cocoa 
Soft boiled or poached eggs 
Farina, oatmeal, cold cereal 
white bread, or toast; butter 
Mashed potatoes, green peas 
Sponge cake, vanilla ice cream 
Stewed prunes or figs 


After two weeks may add following foods: 
Orange, orange juice 
Carrots, spinach, noodles 
Boiled or broiled chicken 
Chicken soup, rice, rice pudding 
Jello, custard 

Do Not Fry Any Food 

After four weeks may add following foods: 
Fish, boiled, broiled or baked 
Tomato, lettuce, tomato juice 
Spaghetti with butter and cheese or tomato sauce 
Cream or Swiss cheese 
Grapes, pears, apples, peach (cooked or raw), 

pineapple juice 

After six weeks may add following foods: 
Broiled lamb chops 
Vegetable soup, cream of tomato soup 
Celery, string beans, beets, corn 

After eight weeks may add following foods: 


Beef steak, pot roast, stew, chopped meat 
Plain cake, cookies, chocolate and plain candy 





HOSPITALS 

















Figure 3 


GREENPOINT HOSPITAL 
GASTROINTESTINAL CLINIC 


Gall Bladder Diet ~ 


Diet LIST FOR 
BREAKFAST 
A stewed fruit—prunes, apricots, peaches, apple 
Cereal—Farina, wheatena, corn flakes, with skimmed 
milk and very little sugar, toast, rolls with very little 
butter 
Drink—Tea, clear and warm 


LUNCHEON AND DINNER 

A puree or chicken broth, vegetable soup or bouillon 
(no fat or spices) 

Meat—Poultry, lamb, lean beef or ham (not fat) 

Fish—White meat fish sparingly or cold meat cuts 

Vegetables—Spinach, peas, string beans, potatoes, beets, 
carrots, asparagus, corn, salad without oil, lettuce, 
and tomatoes, celery 

Whole wheat bread, toast or zwiebach 

Drink—Vichy, weak tea or coffee 

Desserts—Plain puddings, tapioca or bread or rice 
Stewed peaches or apricots or raw fruit, plain cake, 

ice cream, bread and cheese with apples 


Avoinp—FRIED FOOD, FAT OR GREASY FOOD SUCH 
AS BACON 
ANYTHING CONTAINING VINEGAR—SUCH AS 
PICKLES, HERRING, ETC. 
PEPPER, RAW ONION, MAYONNAISE, CUCUM- 
BERS, SHELL FOOD, POULTRY STUFFING, 
EGGS TO BE EATEN ONLY OCCASIONALLY 





Discussion of Cases 


At the end of each clinic session, a general dis- 
cussion is held during which members of the clinic 
present cases, or if no cases are of interest, outside 
experiences may be presented, or there may be 
discussion of the latest literature. The following is 
a typical discussion of an “outside experience”: 


“Case of the Week” Discussion 


Doctor SELEY: Doctor M. S. brought a male pa- 
tient, aged 22, for a gastrointestinal investigation. 
The doctor had not examined the patient but sus- 
pected gastric carcinoma. The patient’s complaints 
were loss of thirty pounds in four months, complete 
anorexia and epigastric distress. His bowels moved 
regularly without physics, and color of stools was 
normal. He had occasional nausea; no vomit- 
ing. Smoked a pack of cigarettes daily. Previous 
history apparently negative. His gastrointestinal 
history was negative, and cardio-respiratory his- 
tory negative except for slight cough which he 
attributed to cigarette smoking. Family history 
negative for cancer or tuberculosis. 


Physical examination revealed a chronically ill, 
tall, emaciated, pallid individual who suggested 
at a glance a possible blood dyscrasia—lymphatic 
leukemia for example or subacute bacterial endo- 
carditis. Temperature was 99.5. There was no evi- 
dence of goitre, urine was negative, abdomen nega- 
tive, heart rapid, regular, no murmurs. His lungs 
showed impaired resonance of the left upper lobe 
with fine subscrepitant rales, and scattered fine 
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rales throughout the right lung. The diagnosis of 
pulmonary tuberculosis was corroborated by x-ray 
which revealed wide-spread exudation throughout 
both lungs with consolidation and cavitation of 
the left upper lobe. 


Doctor Rotupart: This is another instance of 
pulmonary tuberculosis masquerading under gas- 
trointestinal symptoms. 


Doctor WALDMAN: What would you say are the 
commonest causes of considerable weight loss in a 
short time? 


Doctor SELEY: Aside from actual starvation and 
the diarrheal diseases, a complaint of rapid loss of 
weight should suggest one of five diseases: dia- 
betes, thyrotoxicosis, tuberculosis, neoplasm, in- 
fection, especially with abscess formation, such as 
lung or liver abscess. 


Doctor LEVENBOOK: In retrospect, did you ques- 
tion this patient about fever, hemoptysis, pleuritic 
pairs, etc? 


Doctor SELEY: Yes, I did question the patient 
again after the x-ray. The doctor had taken his 
temperature several times and always found it 
normal. He did not have a chronic cough, nor 
hemoptysis at any time. No pleuritic pains that 
the patient noticed. 


He recollected that at the age of fourteen he 
had been ill in bed for several weeks with “bron- 
chitis.” Possibly that was an attack of tuberculosis 
which had subsided and remained dormant until 
the present illness. 


Doctor Lopyan: Aren’t there other causes for 
rapid loss in weight? For example, last week we 
sent in a case of Simmond’s cachexia to the medi- 
cal ward. 


Doctor SELEY: There are other diseases besides 
the five groups which I mentioned, but they are 
uncommon. Remember the five and you will in- 
clude the great majority of sudden weight loss 
cases. Incidently, that case of Simmond’s on Gas- 
troscopy revealed a gastric carcinoma. 


Evolution of the Gastrointestinal Clinic Into 
a Medical Consultation Clinic 


Due to the fact that the medical clinics are over- 
crowded, it is quite impossible to give every pa- 
tient a thorough examination. There are numerous 
border line cases where the examining physician 
does not feel quite justified in admitting the pa- 
tient to the ward, but on the other hand the physi- 
cian would welcome further investigation. This 
dilemma is solved by referring the patient to the 
Gastrointestinal Clinic with the excuse that one of 
his many complaints is gastrointestinal. 


A review of such cases would seem to resolve 
into ten groups: 
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Intrinsic pathology in the gastrointestinal 
tract, such as ulcer, carcinoma and ileitis 


2 Pathology extrinsic to the gastrointestinal 
tract with reflex gastrointestinal symptoms, 
such as kidney stone 


3 Circulatory disorder—a very frequent com- 
plaint in cardiac disease is epigastric dis- 
comfort 


4 Infectious diseases, not only acute disease but 
also chronic infection such as lues and tu- 
berculosis 


5 Toxic disorders, such as toxemia of preg- 
nancy and uremia 





for example pernicious 
anemia resembling carcinoma of the stomach 


6 Blood dyscrasia, 


7 Allergic disorders 
8 Glandular disorders, such as thyrotoxicosis 
9 Neuroses and psychoneuroses 


10 Concurrent diseases, such as pulmonary tu- 
berculosis and carcinoma of the stomach 


These ten groups cover almost all of the field of 
medicine, and obviously the gastroenterologist in 
the gastrointestinal clinic is called upon to cover 
the field of internal medicine, and the Gastrointes- 
tinal Clinic has gradually evolved into a medical 
consultation clinic. 





The George F. Baker Pavilion 


The private patients’ division of the New York 
Hospital, New York City, will be named The 
George F. Baker Pavilion, commemorating the 


part played by Mr. Baker and his son, George F. _ 


Baker, Jr., in the development of the institution. 


The pavilion, having six floors and more than 
100 rooms for patients, comprises, with the med- 
ical and surgical floors, the central unit of the 
New York Hospital-Cornell University Medical 
College Center. Formerly known only as a part of 
the General Hospital, the George F. Baker Pavilion 
now becomes one of the six separate services op- 
erated by the Society of the New York Hospital, 
which includes the New York Hospital, Lying-In 
Hospital, Children’s Clinic, Payne Whitney Psy- 
chiatric Clinic and the New York Hospital-West- 
chester Division. The dedication of the pavilion 
will take place on September 1, the tenth anni- 
versary of the ovening of the present hospital 
buildings. 





a 
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Mother St. Laurence 


Mother St. Laurence, founder of the Oak Park 
Hospital, Oak Park, Illinois, died at the Mother 
House of her Order at Cartierville, Canada, on 
May 19. 


In company with two companion Sisters, she 
founded the Oak Park Hospital in 1905. Previous 
to that time she had been successfully in charge of 
hospitals of the Order in New York, Green Bay, 
Wisconsin, and Pana, Illinois. 





~~ 


Br. Charles R. Barzilleri 


Dr. Charles R. Borzilleri, founder of Columbus 
Hospital, Buffalo, New York, died on June 2. 
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Carl |. Flath Becomes Administrator of 
Charlotte Memorial Hospital, 
Charlotte, North Carolina 


Carl I. Flath, who has been assistant director of 
Michigan Hospital Service, Detroit, Michigan, 


- from 1939 to date, and who was formerly adminis- 


trator of Wellesley Hospital, Toronto, Ontario, 
Canada, has accepted the position as administrator 
of the Charlotte Memorial Hospital, Charlotte, 
North Carolina, effective July 1. 


Mr. Flath is well known in the hospital field. He 
is a graduate of the College Institute, Toronto, and 
was connected with the department of advertising 
of the Toronto Globe from 1927 to 1933. Mr. Flath 
attended the Chicago Institute for Hospital Ad- 
ministrators in 1938 and 1939; he was on the Edi- 
torial Board of The Canadian Hospital, and while 
in Toronto was secretary-treasurer of the Toronto 
Hospital Council. 





++ 


Erratum 


In the June issue of HOSPITALS, we published 
a notice that Miss Lake Johnson had resigned as 
superintendent of the Good Samaritan Hospital of 
Lexington, Kentucky, to accept the superintend- 
ency of the Erlanger Hospital, Chattanooga, Ten- 
nessee. 


Miss Johnson advises that she has been engaged 
by the Erlanger Hospital for a period of six 
months’ service in reorganizing that institution 
and the Board of Trustees of the Good Samaritan 
Hospital, Lexington, Kentucky, has granted her a 
leave of absence for that period with the under- 
standing that she will return to Lexington each 
month to keep in touch with the administrative 
policies of the Good Samaritan Hospital and to 
attend the meetings of the Board of Trustees. 
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Hospital Association of Pennsylvania 
Conference 


A new registration record was established at the 
Twenty-first Annual Conference of the Hospital 
Association of Pennsylvania, held in Pittsburgh 
this year. A total of 1080 was registered, of which 
812 registered as representatives of the Hospital 
Association, 151 representing the three allied 
groups meeting concurrently with us—Pennsyl- 
vania Association of Nurse Anesthetists, 79—Penn- 
sylvania Physiotherapy Association, 20—Pennsy]l- 
vania Association of Medical Record Librarians, 52. 
Of particular interest to the membership this year 
were some 40 technical exhibitors occupying 45 
booth spaces with a registration of 117 repre- 
sentatives. 

The Trustees’ Luncheon Session, Thursday, 
April 16, 1:00 p.m., with William E. Barron, Presi- 
dent, presiding, attracted an unusual attendance 
and the timely subjects were of intense interest and 
automatically becomes a member of the Board of 
Trustees of hospitals and other hospital represen- 


tatives. Leo Griffith, member of the Board of. 


Trustees, St. Francis Hospital, Pittsburgh, was 
elected chairman of the Trustees Section, and 
automatically becomes a member of the Board of 
Trustees to serve for a period of one year. 

Dr. Basil C. McLean who was to appear on the 
program Friday morning, April 17, 10:00 a.m., 
was unable to attend due to transportation dif- 
ficulties. 

The luncheon meeting of the American College 
of Hospital Administrators, Friday noon, April 17, 
was attended by more than fifty per cent of the 
Pennsylvania members. 

A very interesting panel discussion on “Nurs- 
ing,” Friday afternoon, April 17, adjourned the 
Conference. 

Elections to the House of Delegates of American 
Hospital Association were as follows: 


Delegates 


Edith B. Irwin, Superintendent, 
Westmoreland Hospital Association, Greensburg 
L. R. Robbins, Superintendent, 
Hahnemann Hospital, Scranton 
Harold T. Prentzel, Business Manager, 
Friends Hospital, Philadelphia; Administrator, 
White Haven Sanatorium, White Haven 


Alternates 


William E. Barron, Superintendent, 
Washington Hospital, Washington 

Robert W. Gloman, Superintendent, 
Wyoming Valley Homeopathic Hospital, Wilkes- 
Barre 
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Among The Associations 


Harry W. Benjamin, Superintendent, 
‘Mount Sinai Hospital, Philadelphia 


Election of Officers and Trustees to the Hospital 
Association of Pennsylvania 


Inaugurated as President, Friday, April 17: 
Harold T. Prentzel, Business Manager, Friends 
Hospital, Philadelphia; Administrator, White 
Haven Sanatorium, White Haven 

Elections: 

President-Elect: Donald C. Smelzer, M.D., Man- 
aging Director, Germantown Dispensary and 
Hospital, Germantown, Philadelphia 


Second Vice-President: Sister Martha Pretzloff, 
Superintendent, Passavant Hospital, Pitts- 
burgh 

Treasurer (Perpetual): Elmer E. Matthews, Ad- 
ministrator, Wilkes-Barre General Hospital, 
Wilkes-Barre 

Trustees: William E. Barron, Superintendent, 
Washington Hospital, Washington 
Howard E. Bishop, Administrator, Robert 
Packer Hospital, Sayre 
Leo Griffith, Trustee, St. Francis Hospital, 
Pittsburgh (Automatic by election as Chair- 
man of the Trustees’ Section) 

The organization of the new Board of Trustees 
met at dinner Friday evening following adjourn- 
ment of the Conference. S. Hawley Armstrong was 
re-elected as the executive secretary, and John N. 
Hatfield, administrator of the Pennsylvania Hos- 
pital, Philadelphia, was re-elected by the Board 
to serve a three year term as a member of the 
Council on Policies and Administrative Practice, 
and appointed by the Board to serve as its chair- 
man for the ensuing fiscal year. The other mem- 
bers elected by the Board to serve for a three 
year term with Mr. Hatfield on the Council on 
Policies and Administrative Practice, terms expir- 
ing 1945, are R. F. Hosford, superintendent, Brad- 
ford Hospital, Bradford, and W. W. Butts, mana- 
ger, St. Lukes Hospital, Bethlehem. 

William E. Barron was elected to serve the un- 
expired term of Howard E. Bishop on the Council 
on Policies and Administrative Practice, expiring 
1944. Mr. Bishop’s resignation from the Council 
was accepted by the Board with regret. 

John N. Hatfield, administrator, Pennsylvania 
Hospital, Philadelphia, returns as Editor of The 
Bulletin of the Hospital Association of Pennsyl- 
vania, replacing Harold T. Prentzel now retiring 
to devote his full time to the office of President of 
the Association. 

It was voted at the close of the Twenty-first 
Annual Conference to hold our 1943 Conference, 
April 14-16, in Philadelphia at the Bellevue-Strat- 
ford Hotel. 
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Ohio Hospital Association Convention 

The Twenty-eighth Annual Convention of the 
Ohio Hospital Association which was held in Co- 
lumbus was geared to meet the many problems 
brought to hospitals by America’s entry into the 
war. Attendance at those sessions which were spe- 
cifically directed to the war economy was unusu- 
ally good. 

The convention opened with a luncheon on 
Tuesday, April 21, at which representatives of 
the many State Departments with which hospitals 
have contact were guests of the Association. The 
two speakers at the luncheon meeting were 
Charles L. Sherwood, director of the Department 
of Welfare, who discussed the “State Program for 
Hospitalization of Mental Patients.” His remarks 
had a very familiar ring to hospital people, in that 
he pointed out the dilemma facing the State in 
the matter of physical plant extension because of 
priorities, and the additional fact that State Insti- 
tutions, like general hospitals, are suffering from 
a serious shortage in personnel, both professional 
and nonprofessional. 

Dr. R. H. Markwith, director of the Department 
of Health, outlined the “Administration of New 
Laws Governing Hospitalization of Tuberculous 
Patients.” He said that the recodification by the 
last Legislature of laws affecting care of the tuber- 
culous has simplified the problem considerably, 
and has given a better outline of the position oc- 
cupied by general hospitals in the total tuber- 
culosis picture. 

Other representatives from State Departments 
were heard at the afternoon session, including 
T. W. Jones, auditor for the Industrial Commis- 
sion, and James Walsh, chief of the Minimum 
Wage Division, Department of Industrial Rela- 
tions. 

Eighty-two persons attending a breakfast meet- 
ing on Wednesday at 7:30 a.m., which was con- 
cerned with the matter of Admissions and Collec- 
tions. The problem was approached from two 
angles, and provoked interesting and educational 
discussion. George P. Bugbee, superintendent of 
City Hospital, Cleveland, spoke on the matter of 
“Admissions and Collections” from the standpoint 
of “A Large Hospital” and Lois A. Roscoe, super- 
intendent of Ft. Hamilton Hospital, Hamilton, ap- 
proached it from the standpoint of “A Small 
Hospital.” 

The morning session on Wednesday turned out 
to be one of the high points of the entire conven- 
tion, and consisted of a wartime panel as follows: 


Foop Costs 
Albert H. Scheidt, Superintendent, Miami Valley Hospi- 
tal, Dayton 

PRICES, PURCHASES AND PRIORITIES 
R. M. Porter, The City Hospital of Akron, Akron 


TUBERCULOSIS AND PERSONNEL HEALTH 
Robert Browning, M. D., Superintendent, Sunny Acres 
Sanitorium, Warrensville 
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VOLUNTEER NurRSE AID TRAINING PROGRAM 
Royal E. Raper, Superintendent, City Hospital, Spring- 
field 


THE AMERICAN MEDICAL ASSOCIATION PROCUREMENT SERV- 
ICE IN RELATION TO INTERNS AND RESIDENTS 


J. H. J. Upham, M. D., President-Elect, Ohio Hospital 
Association, Columbus : 


EMERGENCY MEDICAL FIELD UNITS 
Fred G. Carter, M. D., Superintendent, St. Luke’s Hos- 
pital, Cleveland 


HOSPITAL HAZARDS 
E. C. Pohlman, Superintendent, Grant Hospital, Colum- 
bus 


NURSING SHORTAGE 

Celia Cranz, The City Hospital of Akron, Akron 

Following the panel discussion Dr. M. F. Steele, 
superintendent of Christ Hospital, Cincinnati, of- 
fered the report of the State Relations Committee, 
and its accomplishments for the year. Outstanding 
in this category was a new arrangement with the 
Industrial Commission whereby the ceiling rate 
to be paid to hospitals for care of industrial acci- 
dent cases was raised from $6.00 to $6.50. 

For the third consecutive year a closed luncheon 
meeting was held for hospital trustees. The speak- 
ers at this session were Alden B. Mills, managing 
editor of The Modern Hospital, who discussed 
present day problems facing hospital trustees, and 
Dr. C. W. Munger, medical director of St. Luke’s 
Hospital, New York, who spoke on “The Trustee’s 
Obligation to the Medical Profession.” 

The early part of Wednesday afternoon was de- 
voted to a series of Round Tables on Dietary De- 
partment, Medical Record Department, Hospital 
Pharmacists, Central Investigation Bureaus and 
Hospital Obstetrics. 

The latter part of Wednesday afternoon found a 
resumption of the General Session devoted. to Hos- 
pital Service Plans. The three speakers and their 
subjects were: 

GROWTH OF HOSPITAL SERVICE PLANS IN OHIO 


John A. McNamara, Director, Cleveland Hospital Serv- 
ice Association, Cleveland 


HosPITAL RELATIONSHIPS 
G. Gordon Strong, Executive Secretary, Hospital Serv- 
ice Association, Toledo 


HOSPITAL SERVICE PLAN RELATIONSHIPS 
Worth L. Howard, Administrator, The City Hospital of 
Akron, Akron 


The Annual Dinner Meeting was held Wednes- 
day evening with Doctor Munger speaking on 
“Are Hospitals Meeting the Challenge?” 

A second breakfast meeting was held Thursday 
morning under the auspices of the American Col- 
lege of Hospital Administrators, but was open to 
all. Dean Conley, executive secretary of the Col- 
lege, spoke on “Activities of the College in 1942.” 

The Thursday morning general assembly heard 
an address on “Employe Morale and Discipline” 
by A. C. Horrocks, Public Relations Department 
of the Goodyear Tire and Rubber Company of 
Akron. Following the committee reports at the 
session Officers were elected as follows: 
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President—J. H. J. Upham, M.D., Columbus 
President-Elect—W. L. Benfer, Toledo 


Treasurer—Rt. Rev. Monsignor M. F. Griffin, 
Cleveland 


First Vice-President—Lee S. Lanpher, Cleveland 
Second Vice-President—Sister M. Bertille, Lorain 


Southwestern District Council Chairman—Van C. 
Adams, Cincinnati 


Northwestern District Council Chairman—George 
Losh, Toledo 


Total registration at the Convention was 612. 
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Officers of Minnesota Hospital 
Association 


The following officers were elected by the Min- 
nesota Hospital Association at their annual meet- 
ing held May 24 to 26 at Rochester: 


President—Walter P. Gardner, M.D., Anoka 
State Hosiptal, Anoka 

President-Elect—L. B. Benson, Bethesda Hos- 
pital, St. Paul 

First Vice-President—Sister Assumpta, O.S.B., 
Hibbing General Hospital, Hibbing 

Second Vice-President—Elizabeth McGregor, 
R.N., Gillette State Hospital, St. Paul 

Treasurer—Nellie Gorgas, R.N., St. Barnabas 
Hospital, Minneapolis 

Board of Directors—Thomas Broadie, M.D., 
Ancker Hospital, St. Paul; J. H. Mitchell, 
Colonial Hospital, Rochester; George H. 
Freeman, M.D., St. Peter State Hospital, St. 
Peter; George M. Edblom, Winona General 
Hospital, Winona 

Delegate to the American Hospital Association 
House of Delegates—J. H. Mitchell, Colonial 
Hospital, Rochester 

Alternate to the American Hospital Associa- 
tion House of Delegates—James McNee, St. 
Luke’s Hospital, Duluth 





Officers of Kentucky Hospital 
Association 
The Kentucky Hospital Association, at their an- 
nual convention held April 23 to 24 in Louisville, 
elected the following officers: 

President—Frieda Dieterichs, R.N., Owens- 
boro-Daviess County Hospital, Owensboro 
President-Elect—Thomas B. Ashley, Meth- 

odist Hospital, Pikeville 
First Vice-President — Sister M. Alacoque, 
R.N., St. Elizabeth Hospital, Covington 
Second Vice-President—Gladys Echols, R.N., 
Kosair Crippled Children Hospital, Louis- 
ville 
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Treasurer—H. L. Dobbs, Kentucky Baptist 
Hospital, Louisville 

Executive Secretary — H. A. Cross, Jewish 
Hospital, Louisville 

Trustees—Sister M. Michaella, R.N., St. Jo- 
seph Infirmary, Louisville (three years); 
A. E. Hardgrove, John N. Norton Me- 
morial Infirmary, Louisville (one year). 
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Officers of Washington State Hospital 
Association 


The following officers were elected by the Wash- 
ington State Hospital Association at their annual 
meeting held in April: 


President—Horace Turner, Deaconess Hospi- 
tal, Spokane 

President-Elect—Ethel V. Soper, Seattle Gen- 
eral Hospital, Seattle 

First Vice-President — Sister Mary Turibia, 
R.N., St. Joseph’s Hospital, Tacoma 

Second Vice-President — Gertrude H. Linn, 
R.N., Memorial Hospital, Sedro Woolley 

Third Vice-President—Harriet Smith, Harbor- 
view King County Hospital, Seattle 

Secretary-Treasurer—John A. Dare, Virginia 
Mason Hospital, Seattle 

Board of Trustees—Gordon W. Gilbert, St. 
Luke’s Hospital, Spokane, and Karl H. Van 
Norman, M.D., King County Hospital Sys- 
tem, Seattle (three years); Burton A. 
Brown, M.D., Pierce County Hospital, Tac- 
oma, and A. L. Howarth, Central Washing- 
ton Deaconess Hospital, Wenatchee (two 
years) ; Sister John of the Cross, Mount St. 
Vincent, Seattle, and Mrs. Cecile Tracy 
Spry, General Hospital, Everett (one year). 





Officers of Arkansas Hospital 
Association 


At the annual meeting of the Arkansas Hospital 
Association, May 15, the following officers were 
elected: 

President—John C. Dudley, Baptist State Hos- 

pital, Little Rock 

President-Elect—V. A. Snyder, Trinity Hos- 

pital, Little Rock 

Vice-President—Ruth Beall, Arkansas Chil- 

dren’s Home and Hospital, Little Rock 

Secretary-Treasurer—Florence Reese, Sparks 

Memorial Hospital, Fort Smith 

Board of Trustees (two new members) —Wil- 
liam O. England, Wakenight Hospital, 
Searcy; V. A. Snyder, Trinity Hospital, 
Little Rock 








The Engineer Educates the Administrator 


WARREN P. MORRILL, M.D. 


OSPITAL ADMINISTRATION is too complicated 

and too all-embracing a process for the ad- 

ministrator to know the operating details 
of each department. Likewise he is responsible 
to his board of trustees for his acts and in non- 
routine matters must usually secure their approval 
before committing the hospital to any change in 
policy or major expenditure. For this reason every 
superintendent recognizes that one of his primary 
duties is to educate his board, particularly the 
newer members to the needs and problems of the 
hospital. 


Administrators are drawn from the ranks of 
physicians and nurses predominantly, but even 
when they are laymen they are rarely familiar 
with mechanical matters, and, too rarely, with the 
importance that the power plant plays in the suc- 
cessful operation of the hospital. 


The superintendent must therefore depend upon 
his department heads to educate him to the point 
where he can understand the operations of the 
different departments. He must learn each de- 
partment not only sufficiently well to pass sound 
judgments on such problems as are presented to 
him in connection with its current operation but 
to enable him to present major problems to the 
board in a convincing manner. 


If he is a doctor or a nurse, the majority of the 
problems of the professional departments are quite 
familiar to him. The dietary department not only 
spends twenty-five cents out of his dollar but he 
usually eats some of its meals and so soon becomes 
at least interested in the department. He thinks 
he knows good housekeeping when he sees it but 
too often does not know how it is accomplished 
or what it should cost. 


But when it comes to the power plant he is 
ordinarily entirely at sea. He knows that fuel plus 
water equals steam and usually he knows that 
there are different grades of coal—because the 
coal salesman has told him so. But the fact that 
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the same pound of coal may produce anywhere 
from three to ten pounds of steam depending on 
how it is managed, is quite beyond his understand- 
ing. He thinks of steam as the product of boiling 
water and knows that 212 F. is the boiling point 
but that it takes six times as much heat to convert 
water at 212 F. to steam at 212 F. as it does to 
heat it from tap temperature to 212 F. is likely to 
be news to him, or that when the steam is con- 
densed it gives up the same amount of heat as 
was necessary to generate it from water at 212 F. 
His knowledge of meters may be limited to what 
he has seen on his gas and electric bills or the 
speedometer on his car. Orsat and Enthalpy mean 
nothing and he may find it difficult to think of 
steam in pounds of weight rather than pounds 
of pressure. 


Engineer Must Educate the Administrator 


It is thus evident that the engineer’s education 
of his administrator may have to start from 
scratch. This is not always true and to avoid mis- 
steps it is well for the engineer to begin by finding 
out just how much the administrator does know 
about the actual operation of the plant. This must 
usually be done tactfully and slowly as few ad- 
ministrators will be found willing to admit their 
ignorance directly. Just as the doctor diagnoses 
disease from symptoms which to the lay mind 
mean little or nothing, so the engineer can diag- 
nose the administrator’s knowledge of power 
plant problems from inadvertent statements or 
clumsy questions which mean much to the engi- 
neer but very little to the administrator. 


The best way to begin is for the engineer to sell 
himself to the administrator. He can not do that 
by strewing coal all the way from the bunker to 
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the boiler, by a shovel to trip over, by a puddle 
of oil on a pump base, or by patching a steam 
leak with rags and friction tape. 


A clean floor, tools in place, a good wrench board 
and a little paint, preferably in code, will do a lot 
to increase the respect of the administrator for 
the engineer, and incidentally of the engineer’s 
respect for himself. 


As to Possible Economics 


The next thing is for the engineer not to over- 
rate himself. Do not try to convince the boss what 
a good fellow you are, but rather that you are just 
a poor country boy trying to get along and doing 
the best vou can with what you have. Of course, 
you do not know how many pounds of steam you 
are getting out of a pound of coal. But if you had 
a hot water meter and a stroke or revolution 
counter on the stoker you could make a day by 
day record or even an hour by hour record and 
thus check on your firemen. Or for $15 or 
$20 you could put stroke counters on the boiler 
feed pumps and weigh the coal by the barrow load 
on ordinary platform scales. You may find you 
are getting less than 50 per cent combustion effi- 
ciency where you should be getting close to 60 
per cent or less than 60 per cent where you should 
be getting close to 70 per cent. And remember 
that at 50 per cent efficiency as compared to 55 
per cent you are wasting not 5 per cent but 10 per 
cent of your fuel dollar, that is, you must burn 
eleven tons of fuel at 50 per cent efficiency as 
compared to ten tons at 55 per cent. And with a 
$5000 fuel bill that is $500 a year. And what you 
could do with $500 invested in well chosen com- 
bustion control instruments! 


But give your administrator time, do not try to 
feed him too fast. He may gag. Perhaps you bet- 
ter start with a hand Orsat, a thermometer and a 
hole in the stack. If you can definitely show that 
your stack temperature is 200 or 300 degrees too 
high or your CO, is two or three per cent too low 
you can at least know what you need most and 
first. Everybody knows that excess heat going up 
the stack is lost forever, and everybody in the 
hospital can understand the comparison of a flue 
gas analysis with a basal metabolism or a blood 
chemistry examination. 


Keep Records 


As soon as it is possible begin the keeping of 
records even though they are no more than the 
coal consumption per month, the number of de- 
gree days, and, if you can get it, the number of 
pounds of work done in the laundry. However 
fragmentary these records are they will at least 
give you a starting point for comparisons once you 
start improvements to your control of plant opera- 
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tion. And the more accurate and complete your 
records the more convincing your arguments 
based on them. 


The administrator may not be power plant con- 
scious but he is dollar conscious, and if you can 
prove a saving sufficient to pay for your first set 
of improvements, your campaign is off to an auspi- 
cious start. The only thing that then stands in 
your way is impatience or unwise selection of im- 
provements—usually the selection of items that do 
not prove themselves readily—failure to keep 
comparative records on performance or rushing so 
much in that you can not pin your improvements 
on any one of them. 


One good way to start is to first sell the adminis- 
trator on the general idea that if you had better 
control instruments you could get better results— 
or that you could find a type of fuel that was bet- 
ter suited to your particular plant and therefore 
more economical. 


Do not let him deceive himself that the cheapest 
coal means the cheapest steam. It may be but very 
likely it is not. 


Budgeting Improvements 


Then suggest that the power plant be allotted 
the same amount in the hospital budget as in the 
past and that any savings made be set aside, at 
least in part, for additional improvements. 


This may seem a slow process but patience is a 
virtue in this as in other things in life. Also, if the 
administrator is fully sold it may not always be 
necessary to proceed so slowly. 


Many of the manufacturers of the more expen- 
sive equipment are prepared to make a survey of 
the plant without cost or obligation and on the 
basis of that survey to make a proposal for the 
installation of their equipment to be paid for out 
of savings. There are few administrators too dumb 
to see that this is a good deal as the only way for 
the manufacturer to get his pay is to make good 
on his promises, and that once the equipment is 
paid for the savings will go to the institution. 


Engineering Consultants 


There are some administrators who, once it is 
pointed out to them, will appreciate that the 
soundest procedure is to call in a competent out- 
side engineering consultant. Their fees are not 
inordinate and their advice is at least disinterested. 
It is my impression that many operating engineers 
stand in their own light in this matter. They fear 
to admit that there is anything about the power 
plant that they are not competent to answer. This 
betrays a lack of confidence either in their own 
ability or in the soundness of the judgment of their 
superior. Any one who has given even a small 
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amount of thought to it realizes that it takes a very 
different background of training, experience, and 
mental viewpoint to make a designer, a consultant 
or an operating engineer. Who would expect a 
locomotive engineer to design a locomotive—and 
who would want to ride a train with a designer at 
the throttle. This suggests the story of a young 
graduate engineer who came in for his shop ex- 
perience. His first job was to lace a belt. He did 
a beautiful job and was complimented on it by 
the foreman, who added “And just how do you 
expect to get it back on the line shaft?” 


The engineer’s department is usually charged 
with the entire cost of power, even to purchased 
electricity, but his control is usually limited to the 
making of steam and the operation of a few auxil- 
iaries. He has virtually no control of the use of 
power or heat once he has produced it and it leaves 
the boiler room. It has been estimated that under 
ordinary conditions about half of the wastage of 
fuel occurs in the boiler room and the other half 
occurs in the distribution and utilization of the 
steam. 


The condition of the distribution lines, valves, 
and traps is usually under his control. And he can 
accomplish much by seeing that all lines are prop- 
erly pitched, well-insulated, and tight, that valves 
are of proper type and in good operating condition, 
and that there are adequate traps in good work- 
ing order. 


The Engineer’s Approach 


People who live in glass houses should not throw 
stones. The engineer should see that everything 
under his control is in good operating condition 
before he can begin to talk about new gadgets. 
But since his control of utilization is, in a manner 
of speaking, left-handed, he must be doubly care- 
ful in his approach. Even with the simplest meas- 
ures he can tell what steam is costing and then he 
can say to the boss—“I am giving you steam at 
fifty cents a thousand and could do it for forty-five 
cents if I had more suitable fuel and better com- 
bustion apparatus or control. But even after I 
make it these other birds are throwing it away, 
and you are the only one who can stop that.” 


You may have to be more diplomatic than to say 
it just that way as “these other birds” are actually 
department heads as you are and would likely 
resent what they consider criticism, and the more 
wasteful they are the more they will resent it. 
The more diplomatic approach is that wastage of 
steam and particularly of hot water is the rule 
rather than the exception in hospitals and you 
have no reason to believe your hospital is doing 
any better in this regard than any other. If you 
had meters to measure either the outgoing steam 
or the returning condensate you could determine 
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not only if it was being wasted but how much and 
by whom. 


Common Wastes 


As a sample of what the wastage of hot water 
may be, one set of reports showed extremes of 
forty-seven gallons consumption per patient per 
day while another showed 194 gallons. Laundries 
showed from 2.4 gallons of hot water to 6.7 gallons 
to wash a pound of clothes. There is not enough 
difference in the difficulty of washing clothes to 
explain this waste. In round numbers a gallon of 
hot water represents the use of a pound of steam. 
The average hospital laundry washes about 5000 
pounds of soiled linen per bed per year. Thus a 
waste of one gallon per pound represents a waste 
of 5000 pounds of steam per year. The cost of this 
5000 pounds of steam is likely to be not less than 
forty cents per thousand for fuel only or a waste 
of $2.00 per patient per year. In a 200 bed hospital 
this means, at 75 per cent occupancy, $300.00 per 
year. And a hot water meter costing around $75.00 
will be very likely to save more than its cost in 
the first year even if no particular pressure is put 
on the laundry. The mere fact that the meter is 
there and its readings reported is usually enough 
to cause the washman to be more careful—or to 
put in a plea for a thermometer and an automatic 
level to help him hold it down. 


Heating 


Heating is the other principal use of steam in 
the hospital and usually the most wasteful. one. 
Hospitals average around 6000 cubic feet of air 
space per bed and should use around one pound of 
steam per thousand cubic feet per degree day— 
or for 6000 degree days this would be 36,000 pounds 
per bed per year. At a fuel cost of forty cents this 
would be $14.40 per bed per year. In a 200 bed 
hospital this would be $2880 fuel cost for this item 
alone. If space heating were the only load to be 
carried fuel consumption figures would give you 
your fuel cost directly. But with the laundry us- 
ing almost as much steam as the heating system, 
the domestic circulation using as much hot water 
as the laundry and the kitchens and operating 
room using a considerable amount, the only way 
to find out which is using what, is to meter them 
separately either by steam meters on the supply 
lines or, on the closed lines, condensate meters on 
the returns. Once your heating steam is measured, 
you can make a fair guess on the amount of waste 
and be in a position to start economizing if it is 
only by using daily degree day reports without 
any material changes in the heating system. Actu- 
ally the Chicago Building Managers Association 
has found that buildings using degree day reports 
on steam consumption for heating purposes had 
an average of 22 per cent less cost than those who 
did not keep such records. 
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The procedure most likely to succeed in selling 
the power plant to the administration will, of 
course, vary widely according to the engineering 
ability of the engineer himself, the type of plant, 
and the receptiveness of the administration. 


General Principles 
But certain principles will always apply. 


The engineer must first be certain that his own 
house is in order that he has done everything pos- 
sible to correct such deficiencies as may have 
existed. He must plan a definite program, putting 
first things first. Thus the item which is likely to 
show the greatest return in proportion to the in- 
vestment required should probably be the first 
item on the program. 


He must have convinced the administrator by 
act rather than by word that he is earnest, loyal, 





and sound in his judgments. He must plan his 
program on a truly progressive basis, never quib- 
ble over non-essential details but remain persistent 
in his principles and avoid too abrupt a turn down, 
in order that the administrator may later change 
his mind without embarrassment. He must base 
his program on the principle that whether the ad- 
ministrator is power plant conscious or not he is 
always dollar conscious. 


He must be prepared to back up every recom- 
mendation with authenticated data, the more 
coldly factual the better and with a minimum of 
personal opinion or taint of personal advantage. 


Proceeding on these principles there are few ad- 
ministrators who can not be sold and the engineer 
who follows them may, after not too long a time, 
look back with surprise at the progress he has 
made. 





Surgical Supplies 


Johnson and Johnson, manufacturers of surgical 
dressings, have just issued a Hospital Service Book 
and Catalog which will be of interest to adminis- 
trators, operating room supervisors, teachers and 
purchasing agents. In addition to the listings of 
surgical supplies there are interesting chapters on 
the methods of manufacture of surgical cotton, 
surgical sutures, and adhesive plaster. 


This book is for free distribution to administra- 
tors, nursing schools, surgical supervisors and cen- 
tral supply departments on request to the com- 
pany at New Brunswick, New Jersey. 


Another educational service this firm is offering 
to the hospital field is their new film, “Sutures 
Since Lister.” The film depicts a history of sutures 
which is in effect a history of modern surgical 
technic from the gaslight era to the present. 


The film is available to recognized medical and 
allied organizations, the manufacturer furnishing 
film, operator, projector and screen without 
charge. 
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Baptist Memorial Hospital, Memphis, 
Does Its Part 


According to a recent Treasury Department an- 
nouncement, the board of trustees of the Baptist 
Memorial Hospital, Memphis, Tennessee, has voted 
to invest $150,000 each year for the duration of 
the War in United States War Savings Bonds; the 
amount invested to be used for new construction 
purposes after the close of the War. 


The hospital will donate the interest of these 
Bonds to the American Red Cross War Fund. 
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Government Removes Ban on Mohair 


The Decorative Division of Goodall Worsted Co. 
advises that the War Production Board under date 
of June 2 removed the prohibition against the use 
of mohair for drapery, upholstery, and bedspread 
fabrics. 

Fabrics made of this fleece are in general use in 
almost all hospitals and have long been regarded 
as the most practical, economical, beautiful and 
sanitary for this purpose. 

The use of mohair was liberalized because, thus 
far, the Army and Navy have not developed a sub- 
stantial use for it. 





+ 


The Hospital Book Shelf 


THE YEARBOOK OF PHILANTHROPY, 1941-42. John 
Price Jones. The Inter-River Press, New York. 


A thoughtful and comprehensive survey of 
American Philanthropy for the last twenty years. 
It includes exceptional studies of the various fac- 
tors involved in giving the amounts given from 
various sources and for various types of organiza- 
tions during that period. 





+ 


THE MopeRN ATTACK ON TUBERCULOSIS. Henry D. 
Chadwick, M.D., and Alton.S. Pope, M.D. Com- 
monwealth Fund, New York. 1941. $1.00. 


A study of methods of attack on the problem of 
tuberculosis for the past three generations and a 
consideration of methods likely to completely 
eliminate this scourge by the end of two more gen- 
erations. 


““With a’l the tools at hand and with full knowl- 
edge of their use all that remains is the will to use. 
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Relation of the Radiologist to the Hospital 


From the Standpoint of the Radiologist 


C. H. WARFIELD, M.D. 


Epitor’s Note: This article on “Relationship of the Radiologist to the Hospital” presents the viewpoints 
of the author for which he alone is responsible. The experience in many hospitals is not in consonance 
with the author’s experience. The article is presented in conformance with the policy of HOSPITALS 
to present the viewpoints of interested members of the staffs of hospitals however divergent they may be. 


relation of the hospital to the radiologist and 
second the relation of the radiologist to the 
hospital. 


iE ARE TWO PHASES to this subject, first the 


Neither the first or second part of this subject 
has received discussion by either party until the 
last ten years or so. This has been brought about 
primarily by the change in our present national 
economic set up which has resulted in the loss of 
large endowments and in many cases the inability 
of Mr. and Mrs. Jones to pay for hospital care 
promptly, or at all. In seeking a new source of 
revenue, the plan of some form of insurance 
seemed to be the ideal answer. If insurance was 
to be made attractive to the prospective buyer it 
would have to carry as much coverage as possible 
in order to be saleable and attractive. When a hos- 
pitalization insurance policy is purchased the 
buyer certainly looks for one that pays all his 
accounts when sick or injured. This is his ideal. 


Hospitals and the Practice of Medicine 


We may as well say very frankly at this point, 
that any form of hospitalization insurance which 
guarantees the beneficiary complete coverage of 
his hospital statement will meet opposition by the 
medical profession. Many hospitals are making 
profits by this scheme, violating the code of ethics 
of the American Medical Association and are en- 
gaged in the practice of medicine. 


The hospital would be satisfied since all bills 
contracted would be paid and there would be no 
use for an expensive collection system with the 
subsequent loss of 15 to 20 per cent of the accounts 
annually, to say nothing of good will. We all know 
too well how patients get so perturbed when it 
comes to paying on time or at all. It would be pos- 
sible with insurance coverage to-‘make an adjust- 
ment for the loss of revenue and be on the right 
side of the ledger. Of course this can only be ac- 
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complished where the administrator is well 
trained, experienced and honest. 


When one hears of such a perfect Utopian idea 
we should analyze it more carefully. Utopia is that 
which we all seek yet do not attain usually be- 
cause of the inherent unfairness to one or more 
parties. 


Let us analyze briefly the hospital during the last 
several decades if possible to see if there is not a 
basic reason for changing what has gone on peace- 
fully before. The earliest hospitals were usually 
conceived, promoted, and operated by doctors and 
the church. As soon as modern scientific methods 
became necessary and the great increase of hos- 
pitalization began, the financial burden was such 
that church organizations as a whole, schools and 
outside agencies began to construct, equip, and 
maintain hospitals. Since this involved large sums 
of money it was logical that the hospital would 
seek the aid of successful business men. They could 
not only use their money and good will but their 
successful business principles in building up this 
new organization structure. Quite naturally these 
business men turned to the corporate structure for 
organization. 


The result was that the hospital, which had only 
been a private institution, became in a short time 
an impersonal organization, operated on big busi- 
ness lines, enclosed in the legal shell of a cor- 
porate charter and administered by a board of 
trustees composed almost entirely of laymen. 


This corporation then hired nurses, orderlies, 
technicians and interns to carry out the instruc- 
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Cutter transfusion and plasma 
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tions of the attending physicians. As scientific 
medicine progressed it bought expensive equip- 
ment. Included in this was x-ray and radium 
equipment. This started about 1900. In many cases 
this scientific equipment, especially x-ray ma- 
chines was purchased after the money had been 
obtained by the death of some benevolent individ- 
ual. Being paid for in cash a short time after in- 
stalling there is no interest or carrying charge to 
pay. The only expense being maintenance. This is 
in contrast to the radiologist who pays for his 
equipment as it grows older and more antique 
through the profit that he can realize. 


Since this scientific machinery was highly spe- 
cialized a physician had to be called in to interpret 
shadows on the films in terms of pathology and 
keep the equipment in good running order. 
Logically the hospital would pay for these serv- 
ices @ince money was being charged for these 
X-ray examinations. This then brings to light the 
fact that the corporation is employing a man of 
one of the learned professions. 


Fiscal Arrangements Between Radiologists 
and Hospitals 


At this point let us diverge a moment and ana- 
lyze briefly the types of fiscal arrangements exist- 
ing between radiologists and hospitals. Among 
radiologists practicing their specialty in hospitals 
in this country, 36.4 per cent are on a straight 
salary basis. Another 7.3 per cent are paid a salary 
by the hospital plus a percentage of the gross col- 
lections or net profits. The great majority of ra- 
diologists serve in the hospitals on a commission 
basis, 47.3 per cent receiving as compensation a 
percentage of the gross or net income. About 9 
per cent of the radiologists practicing in the hos- 
pitals lease the roentgen department, paying the 
hospital a monthly rental therefor. 


The latter method is one approved by the Ameri- 
can College of Radiology because the radiologist’s 
practice is the same as if he were in an office 
building, and is treated with the same considera- 
tion as other members of the staff. All fees charged 
by the radiologist shall be directly under his con- 
trol and all systems of rebates and discounts shall 
be considered unethical unless waived or adjusted 
Dy him. 


The Percentage Agreement 


The percentage agreement can be made eth- 
ically. It should be applied to the gross receipts 
of the department and not the net, as this would 
give prima facie evidence that the hospital was 
enjoying a profit from the professional services 
rendered. In the great majority of institutions the 
hospital cost should be defrayed with 50 per cent 
of the gross receipts or less. 
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A New View of the Hospital as a Corporate Body 
Engaged in the Practice of Medicine 


I previously made the statement that the cor- 
poration was employing a man of one of the 
learned professions and if enjoying profits there- 
from was practicing medicine. We may then ask 
the question, is the practice of medicine by cor- 
porations unlawful? 


Practically all states in the Union have enacted 
laws prohibiting the practice of medicine by cor- 
porations. Similar statutes prevail prohibiting the 
corporate practice of law, dentistry and other 
learned professions. These laws have been passed 
for the simple reason that the practice of the 
learned professions by artificial legal entities 
would not be to the best interests or welfare of 
the people. Hospitals are artificial legal entities 
and it is hard to understand why the same reason- 
ing should not be applied in their case. The public 
would surely suffer as the result of this kind of 
corporate practice the same as it would in the case 
of non-hospital corporations. The type of organiza- 
tion is relatively immaterial. In any case the tradi- 
tional and indispensable personal relationship be- 
tween a doctor and his patient will be destroyed 
or injured under such conditions. 


A hospital which employs a physician on a sal- 
ary or other stipulated compensation, the hospital 
charging and collecting fees for the physician’s 
services, is according to general authority itself 
engaged in the practice of medicine. 


It has been stated rather loosely and with wish- 
ful expression that a hospital is not a corporation 
and is not practicing medicine. A corporation is a 
creature of the law that can operate only through 
the principles of agency. Being an artificial legal 
entity, it cannot act itself, but only through others. 
If the physician is regarded as an agent of the 
corporation employing him, his acts are the acts of 
the corporation and the corporation is regarded as 
practicing medicine. In the case of Mallory vs 
White the U. S. District Court of Massachusetts 
held that if the hospital employs the physician he 
is an agent of the hospital and therefore not an 
independent contractor. This also places the phy- 
sician under the workman’s compensation for an 
injury arising out of and in the course of his em- 
ployment. 


The hospital then seeks to turn to the fact that 
it is a type of corporation which because it is non- 
profit the laws applicable to profit corporations do 
not apply. Even then that is no defense against 
the fact that they are not practicing medicine. 
The law in this state does not qualify the word 
corporation nor does it exempt hospitals. The hos- 
pital probably can show at the end of the year that 
no profits have been made in the institution as a 
whole. However, no one can convince the radiol- 
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OUR SACRED TRUST 


The boys at the front must have first call on medi- 
cal and hospital supplies. In this need lwe will not 
fail them. But the demand is straining the produc- 
tion facilities of member firms to the utmost. So 
start your conservation program at once. It will 
help everyone. Our Members will gladly show you 
how to conserve equipment and supplies. 
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ogist that fees earned by him are not being used to 
defray expenses in another department of the 
hospital. Hospitals have been known to make 
$75,000 per year from the x-ray department but 
could not pay more than $5000 to the radiologist. 
This is exploiting the knowledge, training, and 
experience of a professional man working many 
times under the veil of a church name and spon- 
sorship. Administrators must show a good report 
to the lay board of trustees at each monthly or 
yearly meeting in order to justify their salary or 
requests. 


We as physicians must not lose mind of the fact 
that we must live up to a certain code of ethics 
partly because we are making a living from the 
unfortunate happenings of life itself. Thus the 
American Medical Association has approved a code 
of ethics which applies to the case under discus- 
sion. It is as follows: 


“It is unprofessional for a physician to dis- 
pose of his professional attainments or serv- 
ices to any lay body, organization, group or 
individual, by whatever name called, or how- 
ever organized, under terms or conditions 
which permit a direct profit from the fees, 
salary or compensation received to accrue to 
the lay body or individual employing him. 
Such a procedure is beneath the dignity of 
professional practice, is unfair competition, 
with the profession at large, is harmful alike 
to the profession of medicine and the welfare 
of the people, and is against sound public 
policy.” 


For further facts and proof of these statements 
I refer you to several articles recently published 
in the American Journal of Roentgenology and 
Radium Therapy, and Radiology written for the 
intersociety committee by Mac F. Cahal, executive 
secretary. 


The Radiologist as an Assset to the Hospital 


Let us now discuss some points relative to the 
radiologist and the hospital which if followed will 
be more of an asset to the hospital than to the 
individual concerned. 


The method of obtaining a radiologist is the 
first consideration. The Chicago Roentgen Society 
considers it unethical for one radiologist to try 
and convince a hospital administrator that he is a 
better man than the one employed and try to un- 
dermine him in favor of himself. The hospital 
staff should, with the advice of the board and the 
administrator, discharge the present man and then 
proceed to locate a new man. 


Selecting the Radiologist 


The method of obtaining a new radiologist 
should be done by having the chief of staff ap- 
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point a physician committee to interview and 
study the credentials of the man. They must be 
satisfied that he has training and experience which 
will meet requirements that they should set up. 
His morals, honesty, loyalty, fitness, judgment, 
discertion and ability to get along with others are 
equally as important. Friction between members 
of the staff can be so annoying. Under no circum- 
stance should the board of trustees employ the 
man direct without consulting the staff. The only 
part that they play is to meet the prospect se- 
lected by the staff and make the necessary formal 


-arrangements to bring him to the institution. 


Maintaining and Replacing X-Ray Equipment 


The second most common mistake is that the 
institution discovers that their x-ray equipment 
has become antiquated and does not satisfy their 
present needs. Many times the salesman for the 
companies dealing in x-ray equipment interviews 
and deals exclusively with the administrator and 
members of the board. The reason being that the 
radiologist may not like the salesman or even the 
type of equipment that his company makes. In 
fact the radiologist may know the history of the 
company as well as the traits of the salesman, 
either of which may be objectionable. A good 
radiologist should know best what type of equip- 
ment is best suited for his use as well as what 
make of apparatus he prefers to use. Friction be- 
tween the radiologist and a salesman can be most 
distracting for an administrator. 


Another not infrequent method is to purchase 
the equipment, again being at the mercy of a 
salesman who knows that a certain amount of 
money is available, then employ the radiologist. 
Somewhat along these lines the hospital board 
designates a certain room or rooms in which to 
install the equipment and no more is available. 
This not infrequently results in the fact that the 
machinery is cramped into too small quarters or 
the arrangement of the rooms has not been al- 
tered to accommodate the machinery. Many times 
no provision is made for viewing and film storage 
as well as consultation rooms. A small inadequate, 
poorly lighted, poorly ventilated processing room 
may defeat the desired results 75 per cent. 


The Radiologist and Nursing Education 


The radiologist can be of invaluable service to 
the department of nursing. He should make his 
education and experience available to help in the 
visual demonstration of anatomy and physiology 
to the first year students. He can show anatomical 
parts of the body on films so that the nurses class 
room work will be made easier. The actual beating 
of the heart, respiration, swallowing and move- 
ment of food through the intestines can be shown. 
In the subject of practical nursing he can augment 
the instructor’s work. For example he can actually 
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ing out the many knotty problems connected with 
Priorities, Rationing, and Purchasing in general. 





he 


particulars 


vi HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue ‘ . : New York City 





A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 

















EDELWEIS 








SEAT UN 


QUALITY. FOODS 


CHICAGO + DALLAS + BROOKLYN 


Definitely new are Edelweiss Rain- 
bow Segments—grapefruit, natural 
and pink, in combination with 
Temple orange segments. The fruit 
is picked fully ripe from the trees 
of the Rio Grande Valley, where 
Nature has so lavishly bestowed 
her gifts. So it is with all Edelweiss 
canned fruits—each sun ripened, 
hand picked, quickly packed to re- 
tain all their luscious flavor, fresh- 
ness and firmness—each can brim- 
ming full. Your favorite will taste 
better if it’s Edelweiss. 


















© 1942 JOHN SEXTON & CO. America’s Largest Distributor of No. 10 


Canned Foods 














July 1942 








show what happens when the patient is given an 
enemata. At this point he can give the nurse some 
very practical points relative to technic which he 
finds to be very helpful. The nurse should be asked 
to assist in the x-ray department with the han- 
dling of patients so as to familiarize herself with 
what is required of patients in the line of coopera- 
tion. In doing this she may be of great assistance 
to the referring physician when he asks her if 
she thinks the patient too weak to be taken to the 
x-ray department. 

The radiologist should teach the nursing staff 
the procedure to follow when patients must re- 
ceive certain types of preparation before x-rays 
are taken. The radiologist will experience more 
cooperation from the nurses if he will take the 
time to explain why a certain procedure must be 
followed in order to obtain the best x-ray films. 
For example she should know why a patient 
should receive no breakfast the morning he is to 
have his gallbladder examined or why he should 
have no water to drink 12 hours before certain 
kidney examinations. 

The radiologist should also. assist in the exam- 


ination of all new nurses by studying the lungs 
and heart for disease. This may be invaluable in 
keeping sick help out of the hospital who may not 
only be a menace to patients as well as a liability 
to the hospital. 


He should welcome constructive criticism from 
the administrator so as to better the attitudes be- 
tween all people connected with the institution. 
He should be on the alert to observe complaints 
from patients regardless of who may be at fault. 


Since the radiologist is in the hospital the major 
portion of the working day he should be of assis- 
tance in many ways to the superintendent of 
nurses and the administrator. A friendly attitude 
between these three people can be a great asset 
to the institution. 


In conclusion I might say that statements may 
have been made to which you could take offense, 
yet, I am sure that many of you have been ac- 
quainted with these facts for some time. I wish to 
make it clear that in no case have I singled out any 
one institution just to make them an example be- 
fore the others. 
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fi Bedside Table with many New Features 
and Conveniences 


This new HILL-ROM bedside table is a 
very practical item, combining a com- 
modious cabinet with an overbed table 
arrangement. The swinging side arm is ad- 
justable in height, is very easily operated, 
and can be mounted for use on either side 
of the patient. Note the ventilators at the 
bottom, the shelf, towel bar on door, and 
basin ring. The two-way drawer is access- 
ible to both patient and nurse, and has an 
automatic stop which prevents it from 
being pulled out completely from either 
side. Correct design, sturdy construction 
and HILL-ROM’S fine hospital finish as- 
sure long and economical service. Litera- 
ture and prices will be sent on request. 


HILL-ROM COMPANY, Inc. 


Showing use of HILL-ROM No. 66-21SA Batesville Indiana 
? 


Bedside Table over the bed, with cabinet 
door open. Insert shows table closed. 
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helps hospital personnel 


HE “Handbook of Current Practices in Op- 
erating Oxygen Therapy Equipment” is full 
of up-to-date information on accepted practices 
for operating commonly used types of oxygen 
therapy apparatus. It is widely used as a reference 
book, and is particularly valuable in training 
hospital personnel in the mechanics of adminis- 
tering oxygen. In this way it is helping hospitals 
utilize to the fullest extent the economies of oxy- 
gen from large industrial-size cylinders. 
We will be glad to send a copy of this hand- 






book, without charge, on request. 


THE LINDE AIR PRODUCTS COMPANY 
Unit of Union Carbide and Carbon Corporation 
Offices in New York [[q@ and Principal Cities 


LINDE OXYGEN U.S. P. 


The word ‘**Linde” is a trade-mark of The Linde Air Products Company 


Many hospitals use 
this “Handbook” as a 
supplementary text- 
book in nurses’ train- 
ing. Other Linde ser- 
vices include motion 
Pictures, technical ad- 
vice, and instruction in 
the handling of oxygen. 
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Of Interest to Administrators 


War Gases 


A careful study by the National Research Coun- 
cil indicates that hydrogen peroxide is totally 
ineffective for the treatment of eyes which have 
been exposed to lewisite. The Council recommends 
that all lewisite eye cases be promptly irrigated 
with two per cent sodium bicarbonate (baking 
soda) solution or even with plain water. 





New Disinfectants 


The possible shortage of some of the chemicals 
used as disinfecting agents has given impetus to 
the search for new agents less liable to such short- 
ages. 


One of the groups of compounds now receiving 
much attention is the so-called wetting agents, 
or detergents, which may be chemically described 
as alkyl quarternary ammonium compounds. 


Several pharmaceutical manufacturers have 
taken patents on the processes of manufacture or 
the formulae of these compounds, but as yet only 
two have been put upon the market—zephiran and 
phemerol. 


These new agents are claimed to possess a high 
antiseptic value due to their bacteriostatic rather 
than their bactericidal action. Their action is said 
to be by decrease of surface tension. This and the 
fact that they do not coagulate serum or pus gives 
them a much higher penetrating power than is 
possessed by the older disinfectants, which in gen- 
eral coagulate albumen and thereby build up a 
barrier against their own further penetration. 


A large number of these compounds have been 
studied and there is some evidence that they have 
a rather marked degree of specificity. Thus there 
is one group which is more effective against gram 
positive than against gram negative organisms and 
another closely related group whose action is quite 
the reverse. 


One characteristic which must be taken into ac- 
count is that they are rendered ineffective by con- 
tact with any traces of soap. 


Price, of Johns Hopkins, in a careful study of 
skin disinfectants, placed one of these compounds 
as next to iodine and above the mercurials or 
phenols in usable concentrations. 
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A study of the structural chemical formula in- 
dicates that the number of possible compounds in 
this group is extremely large and it is hoped that 
they may open up an entirely new group of more 
highly effective antiseptics than we have previ- 
ously had at command. 
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Degassing Stations 


Some administrators have questioned the wis- 
dom of hospitals establishing degassing stations 
in connection with their preparation for the 
handling of air raid casualties. The information re- 
leased to the public has emphasized the impor- 
tance of degassing within five minutes. Those 
objecting point out that: 


1 Few patients can reach the hospital within 
the recommended time and for that reason 
it would be much more effective to use mo- 
bile units or locally established units such 
as are contemplated in the recent recom- 
mendations that gasoline filling stations be 
fitted as degassing stations, at least for am- 
bulatory patients. 


2 If hospitals establish degassing stations they 
are likely to be flooded with gas patients far 
beyond the capacity of the degassing station 
to treat them. The consequent delay and the 
desperation of the patients is likely to result 
in riots and gas victims running wild, invad- 
ing the emergency department or even the 
wards themselves, and thus contaminating 
part or all of the hospital itself. 


These arguments have been answered by the 
opinion that even though the hospital establishes 
its own degassing station it should do so only as a 
part of a community wide decontamination pro- 
gram. In such a program the locally established 
program would probably filter out all ambulatory 
and minor wounded gas patients and if the general 
evacuation system is well organized, the gas pa- 
tients reaching the hospital will be quite closely 
limited to those who need other hospital treat- 
ment. 


The hospital needs a degassing station for its 
own protection. A certain proportion of the 
wounded who need hospital care will also have 
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REFRIGERATOR FOR 


* Blast Freezing (Quick Freezing by Air) 
* Storage of Frozen Plasma 
* Storage of Liquid Plasma and Whole Blood 


This triple-purpose plasma and blood 
bank is designed to meet the needs of the 
time, of the nation, of your hospital. 

It quick-freezes plasma . . . stores frozen 
plasma . . . stores liquid plasma and whole 
blood. It’s big. It’s automatically controlled. 
It’s cquipped to cope with any power failure 
or other emergency. 





Plasma is frozen in three hours by means 
of blast air at sub-zero temperatures, stored 
at O° F. Liquid and frozen storage capaci- 
tics are optional according to your require- 
ments—that model having the largest frozen 
storage capacity accommodating approxi- 
mately 350 bottles of the 300 cc size. 

With automatic power failure alarm, hold- 






over refrigeration facilities, automatic ther- 
; mal alarm, the Tomac Plasma Bank is 
l equipped for every conceivable emergency. 
| No. 355—Tomac Plasma Bank, 5‘ cubic feet 

frozen storage capacity. . . » $650.00 
f No. 356—Tomac Plasma Bank, 15 cubic feet 
l frozen storage capacity. . . - $650.00 
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been gassed and must be decontaminated before 
admitted either to the emergency room or to the 
wards of the hospital. 


The conclusion would seem to be that: 


1 The hospital establish its own degassing sta- 
tion only as an adjunct to its admission or 
emergency service. 


2 That the hospital arrange with the OCD 
emergency service that no patients shall be 
brought to the hospital decontamination sta- 
tion unless they require hospital care other 
than decontamination. 


3 That the physical arrangements surround- 
ing the decontamination station be such as 
to control admittance and to protect it 
against mobbing by frenzied gas victims. 


4 That the officer in charge of the degassing 
station make such arrangements either by 
use of his own personnel or by cooperation 
with police authorities as will enable him 
to control admittance to the station under 
all probable conditions. 
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Irregular Practitioners 


The Minimum Standards of the American Col- 
lege of Surgeons provide that “Physicians and 
surgeons privileged to practice in the hospital be 
organized as a definite medical staff” and “that 
membership upon the staff shall be restricted to 
physicians and surgeons who are graduates of 
medicine of acceptable medical schools with the 
degree of doctor of medicine, in good standing, and 
legally licensed to practice in their respective 
states and provinces.” 


Under this provision any hospital permitting 
practice in the hospital by any practitioner other 
than regularly graduated and licensed doctors of 
medicine, cannot be approved by the American 
College of Surgeons. Neither can it be approved 
by the American Medical Association for the 
training of interns. 


Regular practitioners of medicine object to serv- 
ing on the staff with these irregular practitioners. 


Periodically, groups of irregular practitioners 
make concerted efforts to force their way onto 
the staffs of hospitals. These efforts are usually 
based on an extensive effort to secure community 
approval, on favorable interpretations of the laws 
of the state, or even on jokers deliberately intro- 
duced into the law on which to build their case. 


The courts generally have upheld the right of 
the governing board to appoint its staff, and to 
make such regulations as necessary for their con- 
trol. One case has been passed upon by the United 
States Supreme Court, and two have been passed 
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upon by the Supreme Courts of Colorado and of 
New York. .In two of these cases the question in- 
volved was the right of the governing board to re- 
fuse to appoint an irregular practitioner to the 
siaff and in the other it involved a regularly 
licensed graduate of medicine whom the board did 
not consider a desirable member of the staff. In 
all three cases the right of the governing board 
to appoint and to regulate the staff has been up- 
held. The general basis for these decisions has 
been: 
The hospital is established for the care of the 
sick of the community and not for the con- 
venience or profit of the practitioners of the 
community. 


The governing board of the hospital is respon- 
sible not only for the financial welfare of the 
hospital but also for the proper professional 
care and welfare of the patients treated in the 
hospital. 


A decision of any court which abridged the 
right of the governing board of a hospital to 
appoint and to control the staff would relieve 
them of some part of this responsibility and 
would therefore not be in the public interest. 


Under these decisions there can be no question 
of the authority and responsibility of the govern- 
ing board. It is recognized that members of the 
governing board being laymen may not be com- 
petent to judge of the competence of individual 
physicians but there is no limitation on the kind 
or extent of advice they may seek on this question. 
Whatever the advice or whatever its source the 
final authority and responsibility rests in the gov- 
erning board and this authority and responsibility 
cannot be delegated to any one else. 


How the Gas Menace is Handled 


in a Steel Plant Infirmary 
In an article on “Maintaining the Health of the 
Steel Worker” Nursing Times has this to say in 
connection with the manner in which the gas men- 
ace is handled at the steel plant’s infirmary: 





“Each surgery is equipped to deal with the gas 
menace should it occur. The strong single story 
buildings have sliding metal shutters on the win- 
dows. Plenum artificial ventilation sucks air 
through a filtering plant to remove all traces of 
gas. The pressure within the building is raised, so 
that open doors let out air when the plant operates. 
An emergency plant can maintain lighting and 
ventilation for three hours or more. 


“The decontamination unit is excellent. Heavy 
airtight doors separate the entrance, undressing 
rooms, and cleansing rooms from each other. A 
valve in the door lets out contaminated air.” 
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Design For 


VICTORY 


For Personal Problems 


In our all-out national 

effort for victory, com- 

, merce, industry and the 

medical profession have made sacrifices to 
achieve our country’s objective. 

If the military forces have depleted the per- 

sonnel of your institution or if they have al- 

tered your personal status to where you feel 


opportunity is greater elsewhere... Consult 
this Bureau... we can offer you a “Design for 
Victory” backed up by 45 years of experience 
in satisfying both institution and individual. 
All of our transactions are entirely confiden- 
tial and your inquiry shall have our immedi- 
ate attention. 3 


SERVING 
SINCE 1896 


Aznoe’s-Woodward Medical Personnel Bureau 


Ann Ridley Woodward, Director 
30 N. Michigan Ave., Suite 422-D, Chicago, Ill., U. S. A. 





now—today! Wire or phone your order, 
for the few beds on hand are offered 


The Elliott-Simpson is a beautifully 
made equipment of the two-section 
type. It is furnished complete with two- 
piece rubber covered mattress and all 
the accessories illustrated at a special 


In order to help us to replace materials 
we ask that you send a priority certificate 


The Max Wocher & Son Co. 


CINCINNATI, OHIO, U. S. A. 





News Notes of Interest to the Hospital Field 


tive director of the Evangelical Deaconess Hos- 
pital, Lincoln, Illinois. 


Dr. Walter Baer resigned as managing officer of 
the Manteno State Hospital, Manteno, Illinois, to 
enter military service, and Dr. Edward F. Ross, 
who was managing officer of the Alton State Hos- 
pital, Alton, Illinois, has assumed Doctor Baer’s 
duties as managing officer of the Manteno State 
Hospital. 





a+ 
++ 


Charles B. Beard has been appointed assistant 
to the superintendent of White Cross Hospital, 
Columbus, Ohio. For the past three and a half 
years, he has been the field representative of the 
Columbus Bureau of Medical Economics. 





Grace Cordon has resumed her duties as super- 
intendent of the Columbus County Hospital, 
Whiteville, North Carolina. 


Margaret L. Greener, R.N., has resigned as su- 
perintendent of nurses of the New York City Can- 
cer Institute, New York City, to become superin- 
tendent of nurses of Coney Island Hospital, 
Brooklyn, New York. 


Margaret A. Hebert, R.N., has resigned as su- 
perintendent of the Gardiner General Hospital, 
Gardiner, Maine. 











Mary E. Heyward, formerly assistant director 
of nurses at Ellis Hospital, Schenectady, New 
York, has assumed her new duties as director of 
nurses at the Brockton Hospital, Brockton, Massa- 
chusetts. 





George W. Holman is superintendent of the 
York County Hospital, Rock Hill, South Carolina. 





Alta Hubbell has resigned as superintendent of 
the Pekin Public Hospital, Pekin, Illinois, effective 
July 1. 





Marie Klavemann, who has been assistant super- 
intendent of the Kings County Hospital School of 
Nursing, Brooklyn, New York, the largest school 
of its kind in the world, has retired after thirty- 
four years of service at the Kings County Hospital. 





Dr. Rufus R. Little has resigned as superin- 
tendent of the Utah State Tuberculosis Sana- 
torium, Ogden, Utah, to accept the superintend- 
ency of the New Hampshire State Sanatorium, 
Glencliff, New Hampshire. 





Nettie MacMillan has resigned as superintend- 
ent of the Lockport Hospital, Lockport, New York. 

William F. Noonan has submitted his resigna- 
tion as superintendent of the Josiah B. Thomas 
Hospital, Peabody, Massachusetts. 








Charlotte Pfeiffer, RN., has resigned as execu- 
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John E. Ransom has resigned as executive sec- 
retary of the Hospital Council of Greater New 
York, New York City. 


roN 





The Hospital for Joint Diseases, New York City, 
announces the change of title of A. Rosenberg 
from assistant director to administrator. 

Sister Mary Sacred Heart, R.N., superintendent 
of St. Mary’s Hospital, Waterbury, Connecticut, 
will head the new St. Joseph’s Hospital in Stam- 
ford, Connecticut, and Sister Mary Teresia has 
been appointed superintendent of St. Mary’s Hos- 
pital, Waterbury. 








Clifford Saratso resigned as personnel director 
of St Luke’s Hospital, New York City, to join the 
rural hospitals division of the Commonwealth 
Fund, New York City 





ron 
++ 


Jean Schlotman, R.N., acting superintendent of 
the Shamokin State Hospital, Shamokin, Pennsyl- 
vania, has been appointed permanent superintend- 
ent of that institution. 





Cora M. Shinn, R.N., resigned as superintendent 
of the Hays Protestant Hospital, Hays, Kansas, to 
accept the superintendency of the Lutheran Hos- 
pital, Norfolk, Nebraska 

Fred M. Walker, former administrator of the 
Charlotte Memorial Hospital, Charlotte, North 
Carolina, has assumed his duties as superintendent 
of the Grady Hospital, Atlanta, Georgia. Mr. 
Walker succeeds Dr. J. Moss Beeler who resigned 
to go to the Mississippi State Hospital, Jackson, 
Mississippi. 








Margaret M. Watson, R.N., has again assumed 
her duties as superintendent of the Benedict Me- 
morial Hospital, Ballston Spa, New York. Miss 
Watson succeeds Anna J. Buckley who has been 
in charge of the hospital since the resignation of 
Winifred G. Trueworthy, R.N. 

T. A. Whitlock has taken over his duties as 
superintendent of McSwain Clinic, Paris, Ten- 
nessee. 








H. Louie Wilson has resigned as business man- 
ager of Ware County Hospital, Waycross, Georgia, 
to accept the position as business manager of the 
new Floyd County Hospital in Rome, Georgia. 





a 
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DeWitt Wright has resigned as business man- 
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Why Do So Many Nurses Recommend 
Colgate s 
Hoating Soap! 








Here’s the Answer! 
Some Facts it Will Pay Every 
Hospital Superintendent to Read! 


— say Colgate’s Floating Soap 
is a favorite with many of their 
patients! “Such rich, creamy lather!” 
**Makes me feel soclean and refreshed!” 
These are just a few of the remarks they 
hear almost every day! 
Superintendents like to please pa- 
tients, too. They know the value of 
little things. And for them, Colgate’s 
Floating Soap has additional advan- 
tages. First, there is no finer floating 
soap on the market! It’s pure, white, gen- 
tle! Second, it’s priced to meet the strict- 
est hospital budget! Ask your C.P.P. 
man for prices. Or, write us direct! 





FOR HIGHEST QUALITY MILLED 
TOILET SOAPS TRY 
PALMOLIVE AND CASHMERE BOUQUET 





PALMOLIVE—the world’s CASHMERE BOUQUET is 
favorite toilet soap—is considered a real luxury 
made with rich Olive and soap. Yet it is economi- 
Palm Oils...givesanabun- cal. Women patients espe- 
dance ofrich, fragrant, cially love this fragrant, 
gently cleansing lather. hard - milled, white soap. 


COLGATE-PALMOLIVE- PEET CO. 


INDUSTRIAL DEPARTMENT, JERSEY CITY, N. J. 
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ager of the Marlboro County General Hospital, 
Bennettsville, South Carolina, to accept the posi- 
tion as assistant superintendent of the Norfolk 
General Hospital, Norfolk, Virginia. 





Belleville, Illinois—The Federal Works Admin- 
istration has approved a $105,000 allotment to St. 
Elizabeth’s Hospital, Belleville, Illinois, to provide 
for a $210,000 addition to the hospital’s present 
facilities. 





Chicago, Illinois—The new Illinois Neuro- 
Psychiatric Institute, the most modern hospital in 
the world devoted to research and teaching in 
nervous and mental disease, was formally dedi- 
cated on June 6 by Governor Dwight H. Green. 





Marion, Illinois—The new $1,500,000 United 
States Veterans Facility at Marion, Illinois, was 
opened for the reception of patients on June 8. 
Dr. Edward A. Welch is the managing officer of 
this new Veterans Facility. 





Rockford, Illinois—The Rockford Hospital, 
Rockford, Illinois, has recently completed a cam- 
paign to raise $300,000 for the purpose of con- 
structing a new unit to that institution, one of the 
prominent voluntary hospitals in northern Illinois. 
The name of the hospital will be changed to the 
Rockford Memorial Hospital. 





Fort Wayne, Indiana—The Methodist Hospital 
of Fort Wayne, Indiana, announces that a new 
hospital building to be constructed on an eighteen 
acre site recently purchased, will be built imme- 
diately after the close of the war. 


os 
++ 





Des Moines, Iowa—The new $550,000 Broad- 
lawns General Hospital, adjoining the tuberculosis 
unit of the Polk County Hospitals in Des Moines, 
Iowa, will be completed and ready for occupancy 
within the next few months. T. P. Sharpnack is 
administrator of the hospitals. 





Boston, Massachusetts—The Robert Dawson 
Evans Memorial Building of the Massachusetts 
Memorial Hospitals, Boston, Massachusetts, was 
formally opened on National Hospital Day, May 12. 





Battle Creek, Michigan—On May 21 the Gov- 
ernment approved the acquisition of the Battle 
Creek Sanitarium, Battle Creek, Michigan, at a 
cost of more than $3,000,000 for a general hospital 
for the War Department. 





Glencoe, Minnesota—The new Municipal Hos- 
pital at Glencoe, Minnesota, constructed at a cost 
of $80,000, was opened for the reception of pa- 
tients on June 7. 


oe 





Butte, Montana—St. James Hospital, Butte, 
Montana, has completed a campaign for the con- 
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struction of a new addition, and work will start 
immediately. 





ne 
++ 


New York City—The Board of Trustees of Beek- 
man Hospital, New York City, has approved plans 
prepared by the architect, Oliver Reagan, for the 
construction of a new addition, which when com- 
pleted will be a unit six stories in height. Due, 
however, to the difficulties of government priori- 
ties, only three stories of the building will be con- 
structed at the present time. 


Cincinnati, Ohio—Mother Mary Grace, provin- 
cial of the Sisters of Mercy who operate Our Lady 
of Cincinnati College, Cincinnati, Ohio, announces 
that contracts have been signed for the purchase 
by that order of the Mariemont Hosptial, Marie- 
mont, Ohio. The hospital building was erected in 
1929 at a cost of $400,000 and has never been used 
for hospital purposes. The building will be com- 
pletely remodeled and opened as soon as possible. 








Pon 
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Cleveland, Ohio—St. Ann’s Maternity Hospital, 
Cleveland, Ohio, has about completed a city-wide 
campaign to raise $400,000 for the construction of 
a new maternity unit. The new structure will pro- 
vide accommodations for 108 private maternity 
beds. The hospital is the oldest maternity hospital 
west of the Allegheny Mountains. 





Portland, Oregon—The Wilcox Memorial Hos- 
pital, Portland, Oregon, the maternity division of 
the Good Samaritan Hospital, has opened a new 
maternity wing, increasing the capacity of the 
hospital for mothers and babies to 73 each. The 
cost of the new wing was $190,000. 





Brownsville, Pennsyivania — The Brownsville 
General Hospital, Brownsville, Pennsylvania, held 
open house on National Hospital Day, May 12. A 
special feature for this occasion was the presenta- 
tion by the A. Kramer Axton Post No. 295, Amer- 
ican Legion, Brownsville, to the trustees of the 
hospital a monel dressing sterilizer; loading car 
and cradle, mooring type with black mooring 
mast; and three dressing drums, satin finish. 


Spokane, Washington—The Deaconess Hospital 
of Spokane, Washington, has been bequeathed 
more than one and a half million dollars worth of 
real estate in the city and county of Spokane, un- 
der the will of Gardner B. Chamberlin, who died 
at Concord, Massachusetts on June 1. The gift will 
be known as the Frederick Dean Chamberlin En- 
dowment. 








Milwaukee, Wisconsin—The Milwaukee Hos- 
pital, Milwaukee, Wisconsin, will receive over 
$320,000 of the estate of Mrs. Grace Levings, widow 
of the late Dr. A. Hamilton Levings, a prominent 
surgeon who died about twenty-five years ago. 
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